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I. INTRODUCTION 


Quotation from the Carnegie Foundation’s Bulletin on Dental Education (1926, pp. 53- 
55): For a number of years, particularly during the period when commercialism was 
rampant in dental education, important disagreements disturbed the relationships between 
the National Association of Dental Examiners and the National Association of Dental 
Faculties. Thus, in a variety of ways the associated examiners had been recognizing 
dental schools that were not regarded as reputable by the associated faculties, and had 
been challenging the reputability of some of the schools, and condemning the commercial- 
ism of others, that were members of the National Association of Dental Faculties. The 
examiners also objected to the issuance of diplomas at other times than those of the regular 
commencement exercises, and exacted of individual schools certain entrance and gradua- 
tion requirements that conflicted with the rules of the associated faculties. In 1906 these 
and related differences led, at the request of the examiners, to the appointment of a stand- 
ing Joint Conference Committee, for the attainment of mutual understanding and accom- 
modation, with “power to bind the actions of both Associations” during the intervals 
between their annual meetings. In 1907, in order to ensure accuracy in compilation, 
there was also appointed a Joint Standing Committee on Tabulation of the annual results 
of the license examinations, expressed in terms of the percentages of each school’s applicant 
graduates who failed to pass at their initial attempts—data that the examiners had been 
using in their independent determination of the reputability of individual dental schools, 
but which the associated faculties insisted had been recurrently and seriously in error. 
The appointment of these joint committees promoted greater accord between the two 
associations, but did not remove all of the causes of friction. In 1908, the associations 
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voted additional mandates in support of the joint committees, and thereby gave further 
impetus to the dissatisfaction that facilitated the organization [1908] of the Dental Facul- 
ties Association of American Universities. . . . 

In 1909, at the annual meeting of the National Association of Dental Faculties, where 
the members discussed the possible further improvement of the relations between the 
associations of examiners and faculties, special attention was given to the recent achieve- 
ments of the Council on Medical Education of the American Medical Association. The 
discussion included suggestions of a similar development of authoritative supervision and 
guidance of dental schools, under the joint auspices of the associations of examiners and 
faculties. In this spirit, a committee of five of the National Association of Dental Facul- 
ties, appointed to consider the possibility of such codperative procedure, met a similar 
committee representing the National Association of Dental Examiners. The prospect 
presented by this conference appearing to be favorable, and the general desire for united 
action having been informally demonstrated, the two committees without waiting for 
further instructions proceeded forthwith, on August 3, 1909, at Old Point Comfort, Vir- 
ginia, to organize themselves into the Dental Educational Council of America. An invi- 
tation to the National Dental Association, to appoint five delegates to represent that body 
in the Council, was accepted before the next annual meeting. There was an important 
difference between this Council and the one for medical education: the Council for dentistry 
was organized as an independent body of representatives of the three national associations of 
examiners, schools, and practitioners, with a constitution of its own, whereas that for medicine 
was a standing committee of the national association of practitioners. This difference has 
continued to the present time. [Italic not in original.] 

From 1910 to 1921, the Council consisted of five delegates each from the National 
Association of Dental Examiners, the National Association of Dental Faculties, and the 
National Dental Association. The American Institute of Dental Teachers was not in- 
cluded because a large majority of the faculties were assumed to be represented in the 
Council by the delegates from the National Association of Dental Faculties. The Dental 
Faculties Association of American Universities, ignored at first but later urged to accept 
representation, for a time declined to codperate with the Council. During 1922 and 1923, 
however, three delegates from the Dental Faculties Association of American Universities 
were seated in the Council, which in 1922 was enlarged to eighteen members, and later 
in the same year to twenty-four members.! Since the permanent organization of the 
American Association of Dental Schools, in September, 1923, the Council has consisted 
of six delegates each from that Association, the National Association of Dental Exam- 
iners, and the American Dental Association. [In 1926 the representations were uni- 
formly reduced to five; in 1931, to three.] 

The Council has concerned itself chiefly with the promotion of higher scholastic and 
administrative standards, and the improvement of the curriculum in dental schools. 
These purposes have been advanced through publicity in annual reports to the bodies 
represented in it and, since 1918, by periodical classifications of the dental schools in the 
United States into classes A, B, and C, grade C signifying lack of educational and pro- 





1 [Footnote with the original]: In 1922, when three delegates from the Dental Faculties 
Association of American Universities were seated in the Council, the total representation 
for the two associations of faculties was 8, but for the associations of examiners and of 
practitioners it was only 5 each. The total membership was then temporarily raised to 
24 by increasing the delegations of examiners and of practitioners to 8 each. 
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fessional reputability. . . . [Since 1926, the grades of classification have been A, B, and 
Unclassified.] 

The American College of Dentists, in recognition of the important his- 
tory and distinguished service of the Dental Educational Council, con- 
ducted the following program, at the dinner session of the St. Paul convo- 
cation, to celebrate the twenty-fifth anniversary of the establishment of 
the Council:? (1) Felicitation—Bissell B. Palmer, President of the College. 
(2) Response—Henry L. Banzhaf, President of the Council. (3) Condi- 
tions in dental education when the Council was organized—H. E. Friesell. 
(4) Relation of the Council to the development of dental education since 
1909—Albert L. Midgley, Secretary of the Council and of the College. 
(5) Future usefulness of the Council—William J. Gies. The addresses in 
this program are published serially below.—{Ed.] 


II. FELICcITATION 


BISSELL B. PALMER, D.D.S. 
President of the American College of Dentists, New York City 


It is most appropriate that the twenty-fifth anniversary of the 
founding of the Dental Educational Council of America should be 
celebrated by the American College of Dentists. The Council was 
organized to promote the advancement of dental education, and the 
Council’s usefulness and effectiveness in that field should be a source 
of great satisfaction to its founders and its present members. The 
progress in dental education over the past twenty-five years has been 
truly remarkable, and much of the credit for this development must 
go to the Council. The Carnegie Foundation’s Study of Dental 
Education, which contributed so broadly to the understanding of the 
educational and collateral problems of the dental profession, was 
aided to an important extent by the constant codperation of the Coun- 
cil. Throughout the past twenty-five years the influence of the 
Council has not only been exerted in the educational field, but also 
has been directed to the correction of other weaknesses in the struc- 
ture of the dental profession. The Council has been in the front 
rank of those groups within the profession that have openly and 
vigorously condemned commercialized undergraduate and _post- 


2 American College of Dentists; convocation at St. Paul; minutes: Journal of the 
American College of Dentists, 1934, 1, 124; October. 
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graduate teaching, and the itinerant vendors of dental education 
who have exploited the members of the profession. The Council has 
also been steadfast in its position against proprietary journalism in 
dentistry. In these and various other fields, the Council has con- 
tinuously striven to uphold the dignity of the dental profession and 
to further its advancement. 

For all these reasons, the American College of Dentists is particu- 
larly joyful in celebrating the twenty-fifth anniversary of the Council’s 
establishment. I am confident I express the sentiments of every 
member of the College when I felicitate the Council on its fine contri- 
butions to dental progress, and wish for the Council many years of 
continued constructive effort and success. 


III. RESPONSE 


HENRY L. BANZHAF, B.S., D.D.S., LL.D. 
President of the Dental Educational Council of America, Milwaukee, Wis. 


On behalf of the members of the Dental Educational Council of 
America, and on my own behalf, I want to express our sincere thanks 
to the Board of Regents of the American College of Dentists for 
having arranged this meeting. It is heartening to know that the 
College, consisting as it does of the leaders of the dental profession 
selected for membership on a basis of service to the profession, is 
appreciative of the work that has been done by the Council during 
the past twenty-five years. A meeting of this kind will focus the 
attention of each Fellow, for the time being at least, upon the present 
status of dental education and its needs, and will encourage the 
members of the Council in the work they are trying to do. 

So much progress is being made in dental educational methods 
that for the next five or ten years all of us will find it difficult to 
keep abreast of the developments. Among many things, the dental 
curriculum will undergo a complete reorganization based logically 
upon the results of a thorough “job analysis” of modern dentistry. 
The Dental Educational Council needs as well as appreciates the 
kind of encouragement that you are giving in this meeting. The 
Council has always stood for sane and deliberate progress; and, looking 
back on the last quarter-century, it can now be appreciated that this 
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determination to go cautiously and slowly has been wisest in the long 
run. That the Fellows of the College approve of this policy is a 
source of great satisfaction to the members of the Council. 

I find it difficult to realize that twenty-five years have passed since 
the Council was organized. To one, like myself, who has been asso- 
ciated with the work during all of that time, the recollection of the 
many improvements in dental education and dental educational insti- 
tutions is a source of gratification. The President’s felicitation has 
stirred up within me a thousand memories. I have been strongly 
tempted to recount a few of the interesting personal experiences of 
some of the members of the Council, particularly when engaged in 
the actual work of inspection. I have decided to restrain this urge, 
however, because three gifted speakers will follow. Moreover, there 
is another reason for making my remarks brief; that is, I have worked 
for a good many years with the three speakers listed on the program. 
I might even say that I have worked over them, and worked them 
over, with much patience and sometimes with a good deal of toler- 
ance. I now would like very much to see what these lads can do in 
the way of expressing their thoughts without any aid in the way of 
coaching from me. Therefore, I will content myself with thanking 
the members of the College again for the interest they are showing in 
the work of the Council, and with saying that I firmly believe that, 
with the encouragement and codperation of those who are present 
here tonight, the Council’s future usefulness in the field of dental 
education will be materially strengthened and assured. 


IV. ConpiT1ons IN DENTAL EDUCATION WHEN THE DENTAL EpvucaA- 
TIONAL COUNCIL WAS ORGANIZED 


H. EDMUND FRIESELL, D.D.S., B.S., LL.D., SC.D. 
School of Dentistry, University of Pittsburgh, Pittsburgh, Pa. 

To those who were present and active during the formation and the 
early days of the Dental Educational Council of America, it seems 
impossible that twenty-five years have elapsed. However, when one 
recalls the conditions which existed in dentistry and dental education 
at the time of the Council’s organization, and compares them with 
conditions which prevail today, he must be deeply impressed by the 
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great advances which have been made. These advances in dental 
education have been due most largely to the direct activities, or the 
indirect influence, of the Dental Educational Council. While the 
dental profession of the country was very poorly organized in 1909, 
there did exist at that time three national organizations: the National 
Association of Dental Examiners, the National Association of Dental 
Schools, and the American Dental Association. 

The National Association of Dental Examiners, composed of the 
membership of the various State Dental Examining Boards, was an 
active, aggressive organization, numbering among its members many 
of the outstanding practitioners of their time, who were sincerely 
interested in developing dentistry into a reputable profession, and in 
eliminating certain predatory commercial interests whose main object 
was the exploitation of dental education for private profits. The 
National Association of Dental Faculties was composed of the repre- 
sentatives of the fifty-four dental schools existing in the United 
States at that time. More than half of these schools were privately 
owned institutions; some were motivated by the most sordid com- 
mercial influences. There were also many good schools among the 
privately owned groups, as well as the university groups, whose facul- 
ties were sincerely interested in promoting dental education on the 
highest plane attainable under existing conditions, and earnestly 
striving for better conditions and greater opportunities to upbuild 
dentistry as a profession. The American Dental Association was 
little more than a local dental society which drew its membership 
from the whole country. In 1909 it had approximately 750 members, 
which enrollment is now greatly exceeded by many local dental socie- 
ties. Its attendance usually averaged about one-third of its total 
membership. Its more active men were largely the leaders in the 
other two associations. It was not until 1913, four years after the 
organization of the Dental Educational Council, that the American 
Dental Association became organized as a national association in 
fact as well as in name. 

The associations of Examiners and Faculties were usually at logger- 
heads; sometimes at swords’ points. The Examiners looked upon the 
schools as largely diploma mills whose main interests were the fees 
of the students and the income from supposedly highly profitable 
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dental dispensaries operated under the guise of teaching infirmaries. 
There unquestionably was ample reason for such opinion in various 
instances, but fortunately that condition did not prevail among the 
dental schools to the extent that the Examiners suspected. There 
were elements of honesty, sincerity, and intelligence among the vari- 
ous dental faculties, desirous to coéperate with the better element 
among the Examiners of the country, and to bring about vast improve- 
ments in dental education and the elimination of most of the unde- 
sirable things, otherwise there could not have been formed such a 
body as the Dental Educational Council, nor would that Council 
have had sufficient support to accomplish the splendid work it has 
done. The American Dental Association had little influence, and 
probably little interest, in dental education, and apparently was will- 
ing to leave the solution of such problems to the associations of 
Examiners and Schools. 

In 1909, there also existed another organization called the National 
Institute of Dental Pedagogics. It was made up of the members of 
the various school faculties. It was really a subdivision of the Na- 
tional Association of Dental Faculties, the latter body devoting most 
of its attention to administrative affairs, the Institute looking after 
the principles and details of teaching matters. 

The dental curriculum then consisted of three years of 32 weeks. 
The stated minimum entrance-requirement was completion of three 
years of high-school work or its equivalent. The “equivalent” was 
established by various state or school officers who sometimes took 
dentistry seriously and their official duty in like manner. Other 
examiners seemed to operate on the plan that if an applicant did not 
look too dumb and uncouth, he probably had the ability to learn the 
mechanical requisites of dentistry as well as the practitioners whom 
they knew, and that an exposure to some academic teaching would 
probably do him no harm. Other entrance examiners apparently held 
the position solely for the fees they got out of it, and any applicant 
who had the money to pay for a certificate of the equivalent of a three 
year high-school education could purchase such a certificate. Un- 
questionably certain schools knew of these things and condoned them; 
some were accused of codperation with such fraudulent examiners and 
of dividing the spoils. It was not until several years after the organi- 
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zation of the Educational Council that the private examiner was 
eliminated and bonafide appointees of state departments of instruc- 
tion were substituted. 

The evaluation of the preliminary credentials and the professional 
qualifications of applicants from foreign countries for advanced stand- 
ing in the American dental schools was most liberally interpreted. 
While in the case of native-born students some real evidences of fit- 
ness and accomplishment were necessary, the foreign applicant who 
would not have to pass an American State Board and thus endanger 
the school’s rating with the National Association of Dental Examiners 
(and who would return to his own country to practise), needed only a 
lackadaisical exposure to the influences and environment of dental 
education for about eight months; then, regardless of his under- 
standing of English, or the doubtful amount of his acquisition of 
American dental education, he sailed proudly home with the American 
dental degree. These things were known to the profession and to the 
Examiners, and while not all schools were guilty of such practices, 
the Examiners were broadminded and suspected that all of them were 
culpable. They had no way of investigating such matters until the 
idea of the Dental Educational Council took form. 

The National Association of Dental Examiners at that time be- 
lieved that no dental school was above suspicion, and that the one 
and only way to test schools was by the results of the examination of 
their product. Accordingly, a tabulation of state-board examinations 
was instituted and carried along for several years. After several 
thousand applicants had been examined and the results tabulated, the 
Examiners, believing they had a “proof of the pudding,” established 
a rule that any school whose graduates showed /ess than 30 percent of 
failures in the initial license examinations should be rated a Class A or 
acceptable school. A school whose graduates showed more than 30 
percent of such failures was to be classed “non-acceptable.”” The Asso- 
ciation of Examiners felt that the tabulation was a great idea, and 
the Proceedings indicate that they looked upon it as the most important 
and effective work of the organization. On the other hand, many of 
the school men thought that the tabulation of examinations was a 
very poor idea. This difference of opinion led to many amusing but 
heated discussions; and when the Examiners first made public their 
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tabulation, and threatened to publish a classification, various of the 
school men replied by threats of legal action. The tabulation idea 
was a good one, but the method of operation was incomplete, inac- 
curate, unfair, and unreliable, and for several years was the bone of 
bitter contention between the two associations. Considering the 
entente cordiale which exists between these two associations today, it 
is most amusing to recall the condition which prevailed for several 
years before the organization of the Council; at its mildest it might 
be called “an armed neutrality.”” The Association of Examiners at- 
tempted to keep its proceedings secret and its members were exhorted 
not to let any school man have access to the printed proceedings. On 
the other hand the Association of Faculties had a by-law which made 
it obligatory for the Secretary to call the attention of the Association 
to the presence of a stranger, if and when any visitor entered the room 
during a session. 

The Association of Examiners, in its desire to bring about a closer 
approach to uniformity in state-board examinations, was seriously 
engaged in an attempt to compile a book of uniform examination 
questions. Some of the opponents of the movement felt that it 
would be unwise to have such a book, “for in a short while some 
teachers would get hold of it and schools would stop teaching their 
ordinary courses and devote their time to drilling students on the 
examination questions.” At this time only about two-thirds of the 
state boards made reports to the “Tabulation Committee,” and in 
1908 about 28 percent of the applicants failed to pass the examina- 
tions. Fifteen state boards examined and licensed undergraduates 
to practise. That number of states did not require a degree for 
license to practise dentistry. 

For several years the meetings of the Association of Faculties had 
been the scene of bitter arguments in regard to lengthening the dental 
curriculum. In 1902 it was voted to increase the curriculum from 
three years of seven months to four years. One year’s experience 
seemed to be enough for many of the schools that depended entirely 
upon fees. The freshman enrollment in 1903 was very large; that 
for 1904, very small. At the next meeting of the Association of 
Faculties an attempt was made to go back to three years of nine 
months, six days per week. By a small majority the motion failed, 
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but shortly thereafter several schools resigned from the Association. 
A special meeting was then held at St. Louis and the schools voted to 
go to three years of thirty-two weeks, six days per week. Another 
matter then arose: that of an increase in fees to cover the expense of 
the extended teaching year. The tuition fee at that time was $100 
in most schools. It was raised to $150 by the Association. Several 
schools withdrew from the Association shortly thereafter because of 
this requirement of increased fees. Some university schools, forced 
by their universities to require high-school graduation for entrance, 
also withdrew from the Association. In 1909, after a preliminary 
conference in 1908, six schools which had withdrawn formed the 
Dental Faculties Association of American Universities. 

The progressive element in the original Association of Faculties, 
realizing the uselessness of the antagonism between that Association 
and the Association of Examiners, advocated the appointment of a 
joint conference-committee of the two associations, to discuss points 
of difference and dispute. This Committee soon demonstrated the 
unreliability of the existing tabulation records and the methods of 
the Association of Examiners, and brought about an agreement 
whereby a committee representing the Association of Faculties should 
audit the Examiners’ tabulation; and when both approved the results 
as accurate, the data were to be published by both Associations. The 
Examiners discarded their previous tabulations and started anew on 
their tabulation reports. The Association of Faculties paid two-thirds 
of the expense of the tabulation for the privilege of assuring its ac- 
curacy by audit. Asa result of the friendly codperation of this joint 
conference-committee, and its success in breaking down the barriers 
of suspicion and resentment in both associations, the Committee was 
continued, and out of it grew the germ of the Dental Educational 
Council. 

At this same time the Association of Examiners was wrestling with 
the problem of devising a National Dental Council or a National 
Board of Regents to act in the capacity of the present National 
Board of Dental Examiners. In order to bring about a more uniform 
standard of dental education in all schools, and in the state boards 
of examiners, another joint conference was recommended, to consist 
of five representatives from the Association of Examiners and five 





AMERICAN COLLEGE OF DENTISTS 11 


from the original Association of Faculties, to be augmented by in- 
viting the American Dental Association to send five representatives, 
this joint committee to study dental education, dental laws, and dental 
examinations. Thus was the Dental Educational Council born. 
That this idea did not meet with unanimous approval can best be 
shown by quoting from the remarks of a prominent and respected 
member of the Association of Examiners (Proceedings, 1909, p. 105): 

“Dr. S.. I do not expect what I have to say will influence you at all, 
but I hope that what little I may say you will take home with you 
Gentlemen, mark my prediction—what I say this evening—the time will 
come when this Association will repudiate two actions taken on the floor 
of this body. When the fly is captured by the spider, he winds his web 
around it, and when he sees it is likely to get away he winds another web 
around it and after a while the fly will struggle and then die. Gentlemen, 
we must watch the cords that are being thrown around us We have 
had battles, we have won battles; they have come to us and acceded to 
nearly everything we wanted and now they want us to take a backward 
step and accede to them; and the first thing we know, we won’t know where 
we are at We are being dictated to already, and this very thing is 
another step towards dictation as to how we shall examine and what we shall 
examine, and criticism of our methods of examination. 

“Gentlemen, we ought to stop and think, think where we are going. 
Fifteen men, five good stalwart men from this organization; but ten over- 
balances five, and we are powerless. They may say that five of the men 
are neither college men nor examiners; that is all right, but gentlemen. . . . 
we have had men occupying prominent positions on the floor of this organi- 
zation and before six months had passed, they were deans of colleges. 
Many of you gentlemen know that is true, and it has happened more than 
once. So that when I have appeared in this body, I could almost spot the 
man who was going into a college from the remarks he would make on the 
floor and I have remarked, ‘Watch and see if Doctor So and So is not in a 
college in less than twelve months.’ 

“‘We have five men on the committee and there are five from the National 
Dental Association. Those five men can agree with the five men from the 
Faculties and pass any resolution or any recommendation they choose over 
our five and we are absolutely helpless. If I am not very much mistaken 
this whole thing has been patterned after an organization they have in 
Canada which has been mooted in this organization for the last four or 
five years. [It has been suggested that we create] ....a National Board 
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of Examiners, so that if a young man wanted to practice in any state in the 
Union all he would have to do would be to go to Washington and stand 
examination there and override state rights and practice most anywhere. 
That would not do. But many young men with money would be very glad 
to go to Washington and pay five hundred dollars if they could pass an 
examination and then be able to say, ‘I don’t care anything about your 
state examining boards, I have been to Washington and stood my examina- 
tion there.’ That is the kind of thing we are drifting to. 

“T think I know how you are going to vote, but I do want you to remem- 
ber .... the few remarks I have made along this line of being entangled 
with foreign powers, joint this and joint that, for where are we going to 
find ourselves after a while? Why, it will be looked upon presently as if 
we are almost one and the same body. I am not against improvement in 
any line, but I would like to see a national body stand up erect and show 
to the world it has a back bone and don’t need the aid of any other organi- 
zation to assist in doing its work. [Applause]” 

Some idea of the preposterousness of conditions existing in some 
states and schools, in regard to preliminary examinations, may be 
gained from the following quotation from the Proceedings of the 
Association of Examiners (1914, p. 55): 

“Resolved, That it is the sense of this Council that wherever it does not 
exist, steps be taken to secure legal enactment empowering the State 
Superintendent of Public Instruction or similar officer to appoint a pre- 
liminary entrance examiner or examiners, whose duty it shall be to pass on 
the entrance credentials of all applicants for admission to dental colleges 
in that State. 

“Dr. B: I think these resolutions will have a bearing on the educational 
requirements. We all understand the members of the ‘National Associa- 
tion of Faculties’ require a high school diploma or an equivalent examina- 
tion. Here is a certificate issued by the . . . . Dental College certifying an 
equivalent examination: ‘This is to certify that I, the undersigned, have 
been appointed by the State of . . . . to examine all students who make ap- 
plication to the .... Dental College. I have examined the preliminary 
education of . . . . , find it satisfactory, and that he has fulfilled the require- 
ments for entrance in the professional class.’ This is certified to by Mr. A., 
Official Examiner .... State Teachers School. Here is another to the 
same effect, signed by Mr. B., Official Examiner, . . . . State School Com- 
missioner, .. . . College of Dental Surgery. Dr. B. then read a letter 
from the State School Commissioner of the State of . . .. which in substance 
stated that Mr. A. and Mr. B. had no official connection. Dr. B. likewise 
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presented one of the equivalent examinations as written out and signed 
by one of the applicants. The entrance examination consisted of such 
questions as the following: ‘What did you do before you came to college? 
How much high school have you had? How did you come to study den- 
tistry? Have you any relatives as dentists? Are you married?’ Dr. B: 
That was the examination of the man who took it. Here is another: ‘What 
is your name? Where do you live? How old are you? Are you married? 
Have you any children? What did you do before entering college? Do 
you like dentistry?’ This is signed by Mr. S. If Roosevelt had exam- 
ined that man and he had eight or ten children, he would have gotten in. 
[Laughter]”’ 

While the minimum requirement for preliminary education was 
specified as the completion of three years of high-school work or its 
equivalent, it was permissible for schools to accept students with 
conditions, and those conditions could be removed at any time during 
the college course. There was practically little evidence of the elimi- 
nation of unfit students. No attendance requirements were enforced. 
The schools had no requirement for a suitable proportion of full- 
time teachers, and very few teachers had any preparation for their 
work in addition to the medical or dental degrees. That the Asso- 
ciation of Faculties, and the majority of schools represented in it, 
were desirous of cleaning up such deplorable conditions was shown 
by the fact that 90 percent of the cost of the earlier inspections was 
paid by the schools, which assessed themselves prorata on the number 
of students enrolled per school. The Educational Council, before 
attempting to classify schools or even to set a standard by which 
to classify them, carried on a preliminary survey of all dental schools 
in the United States, and upon the information gained therefrom, 
formulated and suggested standards as to administration, equip- 
ment, and methods of instruction. No funds were available from 
other sources, so the Association of Faculties voluntarily financed 
this work. Later on when classification was the result, the schools 
that were inspected individually paid the expenses of their inspection. 

At this time the erratic idea of submerging dental education in 
medical education was active, as may be seen from the following 
excerpt from the Proceedings of the National Association of Dental 
Faculties (1908, p. 75): 

“The N. A. D. E. presented to the Joint Conference Committee a com- 





14 BANZHAF, FRIESELL, GIES, MIDGLEY, AND PALMER 


munication from the . . . . State Dental Association, calling attention to the 
fact that the said Association, and other Dental Societies in the State of 

. » recommend abolishing the degree of doctor of dental surgery, and 
that hereafter only the holder of the degree of doctor of medicine shall be 
admitted to the practice of dentistry. After due consideration, the Joint 
Conference Committee made the following recommendation to the N. A. 
D. E. as representing the view of the N. A. D. F., namely: ‘The Joint 
Conference Committee, on reviewing the communication from the .... 
State Dental Association through its Committee on Legislation, deems said 
communication too important to table, and would recommend that the 
matter contained therein be condemned in the most drastic terms as being 
subversive of the best interests of dentistry, and it is further recommended 
to the Association addressed [the N. A. D. E.] that it memorialize the said 
.... State Dental Association on the aforesaid subject in unmistakable 
terms of protest.’” 

The conditions demonstrated in the preliminary survey of dental 
schools were astounding even to the school men on the Educational 
Council, but to go into details would be too much like conducting an 
autopsy. Those good old days passed with the establishment of the 
Dental Educational Council and the elimination of privately owned 
schools. At their poorest, however, conditions in dental schools were 
never worse than those disclosed in medical education a few years 
earlier when medical schools underwent a similar investigation. The 
work of the Dental Educational Council paved the way for the 
Carnegie Foundation’s Study of Dental Education and the current 
Survey of the Dental Curriculum, and built the groundwork for the 
success of both of these stupendous undertakings. 

The future of dentistry lies in its schools. Our schools must have 
better financial support by their universities—and they are practically 
all now university schools, the Educational Council having wiped out 
the privately owned dental schools. A better type of student must 
be encouraged to take up the study of dentistry in order that dentistry 
may be taught as a profession of health service, and not as a means of 
money-making primarily. Our dental schools must have endowments 
in order adequately to train such students. 

A graduate of only a few years ago was recently heard to say, in the 
discussion of two schools in a certain city, that undoubtedly one of the 
schools taught its students how to practise dentistry scientifically, 
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but the other school taught its students how to make money. He, a 
graduate of the former school, felt that perhaps his Alma Mater had 
been a little too idealistic. However, there should be no place now in 
dental education for the type of school that holds before its students 
as the primary ideal, the ambition to make money. To the Dental 
Educational Council belongs the credit for having eliminated most of 
that spirit from our dental schools. 


V. RELATION OF THE COUNCIL TO THE DEVELOPMENT OF DENTAL 
EDUCATION SINCE 1909 


ALBERT L. MIDGLEY, D.M.D., SC.D. 
Secretary of the Council and of the College, Providence, R. I. 


As this occasion is the celebration of the twenty-fifth anniversary 
of the establishment of the Dental Educational Council of America, 
I need not say with what pleasure I accepted the invitation to address 
you on the relation of the Council to the development of dental educa- 
tion since the Council’s creation in 1909. The Council is a national 
organization that has played its part, may I say faithfully and effec- 
tively, in an effort to elevate the status of dentistry in its educational, 
professional, and civic phases. For that reason I believe it is eminently 
worthy of special discussion; and I feel assured of your interest—the 
interest of the American College of Dentists and of the dental pro- 
fession generally—in a brief exposition of the Council’s ideals, activi- 
ties, and attainments during the quarter-century of its existence. 

It goes without saying that, before 1909, men of high ideals and 
marked ability had gained deserved recognition by their efforts to 
improve dental education and practice. Likewise the two teaching 
organizations, the Association of Examiners, and the National Dental 
Association, had contributed to the advance of dentistry over a period 
of many years. But the efforts of individuals or small groups were 
generally weak and spasmodic, and so did not endure; while organized 
effort, though longer sustained, was preyed upon by political and 
commercial influences—and sooner or later, more or less vitiated by 
them. Perhaps the conditions most inimical to progress were the 
antagonism between the commercialists on one hand and the pro- 
fessionals on the other; the unfriendliness between the associations of 
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Examiners and Schools, which the previous speaker has explained to 
you with admirable completeness and detail; the exaction of staggering 
interest payments on loans to dental schools by some of the uni- 
versities that sponsored them; the diversion of fees from dental 
schools to take care of famished medical schools; and the greed for 
gain, also noted in the previous address, which induced some schools 
and some private entrance-examiners to admit unworthy candidates 
to the study of dentistry. Such conditions, once recognized by men 
of vision, became intolerable; but they could not be destroyed at a 
single blow or by direct attack. What was needed in 1909 was a com- 
plete change of attitude in regard to dentistry. So long as it was 
looked upon chiefly as a lucrative trade, the schools and universities 
would feel no scruple in conducting their affairs in a mercenary spirit; 
the discreditable vendors of education would keep on trying to subvert 
the functions of the profession; commercialists would pursue their 
own advantage at the expense of professional ideals; and medical 
practitioners would continue to look down upon dentistry and dentists 
from a lofty and impregnable height, though it was becoming in- 
disputably clear that the two professions should work side by side in 
the service of both individual and community health. 

It was this last mentioned fact, newly established in the minds of the 
profession and of the more enlightened public, which offered a challenge 
and an inspiration to the leaders in dentistry twenty-five years ago. 
Dentistry was faced with the recognized importance of maintaining, 
through scientific practice, an effective oral health-service, not for 
private patients only, but also for agencies of public welfare; and not 
in a spirit of narrow-minded selfishness, but as a civicduty. Forward- 
looking leaders, called upon to interpret and evaluate the new oppor- 
tunities which lay before the profession, knew first of all that they 
must go to the root of the matter, laying a foundation of thorough, 
honest, and genuinely liberal education for all dental students, that 
they might be adequately equipped to meet their enlarged professional 
obligations and maintain their increased professional dignity. 

The Dental Educational Council, at the outset of its career, under- 
took the task of setting up such an uncompromising standard of 
education, and incidentally—though the fighting involved in such 
“incidents” might be no small matter—to drive the enemies of progress 
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from their strongholds. Nothing illiberal, nothing sectional, nothing 
adjusted to this or that hampering condition, would play any part in 
the educational régime which they proposed to establish for the benefit 
of their profession, however gradual the evolution of strength from 
weakness might necessarily be. Schools all over the country must be 
persuaded or constrained to raise entrance requirements, improve the 
teaching equipment and the teachers, lengthen the academic year, 
extend the quality and content of the curriculum, and coérdinate dental 
with medical studies. When this was accomplished, the morale of the 
profession, on the educational side at least, would be brought to its 
proper level. Early years of the Council’s career were devoted to 
perfecting its organization with the creation of committees on colleges, 
legislation, and curriculum. It was growing in wisdom and stature 
and preparing to go after the thing it needed most, which was first- 
hand information about the conditions actually existing in each of the 
fifty-odd schools of dentistry then known to be operating in various 
parts of the country. By the year 1914 the time was ripe for this 
momentous initial inspection; and, thanks to the interest and con- 
fidence which the Council’s policies had inspired in the National 
Association of Dental Examiners, individual state boards, a few schools, 
and members of the profession, the funds necessary for the inspection 
were also at hand. It is fitting that I should at this time make due 
acknowledgment of the lasting debt which dental education owes to 
those whose contributions made possible the vigorous functioning of 
the Educational Council. 

The critical survey of 56 dental schools, during the years 1914, 
1915, and 1916, was the real starting-point of the Council’s crusade. 
You have already heard that some of the conditions revealed “were 
astounding even to the school men on the Educational Council.” It 
is sufficient for our present purpose to say that dental education was 
restricting itself chiefly to technical procedures, and was suffering the 
species of neglect which ignorance, prejudice, and misunderstanding 
may always be expected to propagate. When all the facts were tabu- 
lated and digested, the Council proceeded to a tentative classification 
of the schools in the United States. This was completed in March, 
1918, with the advice and assistance of representatives from the Surgeon 
General’s office, who were invited to join the deliberative sessions 
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of the Council for that purpose. The Council then also adopted a 
schedule of minimum requirements for the Class-A rating, which, first 
published July 24, 1916, had the endorsement of dental educators 
and educators in other fields. Schools which dissented from the ten- 
tative rating were offered a second inspection, at their own expense, 
after which, in August, 1918, the complete classification was confirmed. 
Briefly stated, “A” meant honorable efficiency, “B” a fairly respect- 
able mediocrity, and “C” disgrace—a state of deficiency so hopeless 
that a school so designated would do well to eliminate itself unless it 
could reform its practices, raise adequate funds, or affiliate with some 
stronger institution. At the time the Council had been organized 
there were 57 dental schools in this country. Some of these were dis- 
continued or merged with others, with the result that when the first 
classification was made there were 48 schools in the United States, 
of which 16 were Class A; 26, Class B; 5, Class C. The forty-eighth 
school, in the University of West Tennessee, escaped the initial in- 
spection and classification because the Council did not know of its 
existence. 

The detailed knowledge gained by the Council in the course of these 
inspections, and the quality of judgment its members developed 
while deciding upon minimum requirements and equitable ratings, 
prepared their minds to recognize the full significance of Dr. Abram 
Flexner’s report on medical education, and to translate his words into 
an inspiring general conception of what dental education ought to be. 
This conception expanded and became more and more concrete as they 
went on to further enlightening experiences, especially the reappraisal 
of schools under the direction of Dr. William J. Gies, when they were 
invited to codperate with him in his study of dental education for the 
Carnegie Foundation for the Advancement of Teaching. This work, 
for the purpose of which the schools may be said to have been literally 
turned inside out, added strength to the Council’s previous convic- 
tions; while the published report, produced under such auspices, gave 
helpful publicity to the great need for improvement. 

The truth was that dentistry had been stunted in its growth by the 
unhappy divergence from medicine in 1839; dwarfed in the develop- 
ment of its biologic aspects by the disproportionate growth of its 
mechanical and esthetic procedures; weakened and impeded by com- 
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mercial control of its educational policies and by other evils from which 
law and medicine, exploited in the name of private enterprise, had not 
been wholly free. But, educationally at least, the most deplorable fact 
was the apparent futility of hoping that the study and practice of 
dentistry might everywhere be made coérdinate with the study and 
practice of medicine. Never for a moment was the Council in favor of 
merging dentistry into medicine; but the Council’s work of a decade 
had left no doubt that dentistry should be closely allied with medi- 
cine, both in education for the study of the basic sciences, and in 
clinical experience and practice to promote a complete and adequate 
health service. The formula for correcting this state of affairs had 
gradually evolved through years of investigation and digested experi- 
ence. It was not unlike the remedy logically deduced in earlier days 
for the cure of dentistry’s disrepute. But there were established facts 
behind it now, and means of accomplishment were fairly within reach, 
since, as a result of the classifications, isolated dental schools had been 
rapidly disappearing and university schools increasing in educational 
sincerity. The Council had long felt that a school could not grow 
into its full measure of usefulness except as an organic part of a uni- 
versity—a relationship which should imply sympathetic guidance, 
adequate financial support, a good library, capable and interested 
faculties, active research, and cordial coéperation of all departments, 
with a uniform standard of excellence in all the schools. For the dental 
student this would mean a full dependence upon the resources of the 
medical school, and fellowship upon equal terms with students of 
medicine. The other part of the formula was a rising scale of aca- 
demic accomplishment which would culminate in opportunities for 
graduate study. Starting from the obvious fact that the schools could 
get better students only by raising entrance requirements, and turn out 
better graduates only by improving their equipment, teaching staff 
and curriculum, the Council passed on to a consideration of graduate 
study as a means of perfecting knowledge of dental specialties, promot- 
ing advanced scientific research, and providing a body of able and 
inspiring young teachers for dental students of the future. Such 
leaven as this would almost immediately raise professional morale, 
and give dentists a rational start toward that scholastic equality with 
medicine upon which a thoroughly cordial and respectful relationship 
between the two professions would eventually be built. 
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A few words must here be said about some acts of the Council that 
were calculated, from first to last, to put the schools on a truly eco- 
nomical basis of operation. The first pronouncement was that the 
dental curriculum should cover four years of eight months each, 
because the three-year curriculum then offered was too heavy to be 
properly assimilated. This plan was put forth in 1914, to become 
operative in 1917. In 1917 the entrance requirement was a full high- 
school curriculum of four years beyond the eighth grade of elementary 
school with its satisfactory completion officially certified, with no 
entrance conditions allowable. That year saw a drop in freshman 
attendance estimated at 49 percent, with Canadian schools included in 
the calculation. The lengthening of the curriculum to four years 
probably had some effect, but not all young men were free to study 
dentistry in the midst of the World War. However there was a suffi- 
ciently marked revival of interest a few years later. Seven revisions 
of the initial minimum requirements have been made, but only the 
most radical of these need claim our attention here. Announced in 
1923, to become operative in 1926, one year of predental collegiate 
work was made a requisite for admission to any dental school of Class 
A or Class B rating. Two optional plans, each with two years of 
predental collegiate work, were put before the schools early in 
1927. 

Coming at the conclusion of the Carnegie survey and classification 
under Dr. Gies, this was the Council’s most definite and conclusive 
act for conserving the energy of the schools. It was also the setting 
up of a new standard which had been long desired, but postponed from 
time to time because of the poverty of many schools, the other im- 
provements required of them, and the upsetting of educational work 
by the exigences and after effects of the War. It meant that dentistry 
had abandoned the vocational-training standard and entered into the 
family of professional excellence through the acceptance of a standard 
of preprofessional collegiate education. The requirement of at least 
one year in a college of liberal arts, in addition to a high-school diploma, 
banished from dental schools all but the abler high-school graduates, 
and introduced to professional study those with a broader outlook, a 
sense of balance and proportion, an intellectual initiative and in- 
dependence, which save for both school and student far more than is 
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lost by one year’s delay. The significance of this condition is far- 
reaching, far more than the average observer realizes, and the future 
will reveal its liberalizing effect more clearly than the present can do. 
For one thing, it spelt the ultimate doom of commercialism in under- 
graduate schools of dentistry and in the therapeutic and journalistic 
interests of dentistry as well; it is the handwriting on the wall for the 
ambitious manufacturers, seductive supply-houses, and brazen itiner- 
ant vendors of dental education. The contempt of a liberalized pro- 
fession is not like the spasmodic outbreaks of the past, soon to subside, 
but like a burning glass which concentrates heat upon superfluous 
objects until they are consumed. A resolution adopted by the Coun- 
cil on June 30, 1928, which I will read, is virtually an epitaph for these 
enemies of dentistry: “Looking toward the welfare of dentistry, dental 
education, and the public, the Dental Educational Council of America 
views with disfavor the continuance of privately owned and operated 
postgraduate dental schools, dental journalism under commercial 
auspices, and the teaching tendencies of dental supply houses.” 

But the part of the counsellor is something more than that of seeing 
the logic of facts and taking salutary action. Patience, sympathy, 
and practical wisdom have often been of immeasurable importance. 
The student has had the Council’s first consideration, since the educa- 
tional system exists for his sake; but all honest schools, both stronger 
and weaker, have received protection and encouragement at all times, 
the former that their activities might not be restricted, the latter that 
they might not be annihilated while striving to better themselves and 
perform their necessary service in areas of small population. Even 
the Class-C rating was an act of mercy, for it brought to universities, 
into which some Class-C schools were merged, hundreds of thousands 
of dollars with which to remove various deficiencies from which their 
own schools suffered, or it induced a realization of true values for the 
uninformed student, who might have spent his time and his fees where 
learning was such in name only. The student has benefited greatly by 
the merging or discontinuance of independent schools, and by the trend 
toward university affiliations which the Council has encouraged. And 
the whole scheme of dental education was cleansed and uplifted by the 
Carnegie survey, which was not only participated in by the Council 
but recommended to the Foundation’s attention, we may believe, by 
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the Council’s zeal in the cause. It was in the triumphant year 1923 that 
the Council became more broadly representative of the schools, when, 
through the efforts of Dr. William J. Gies, the National Association 
of Dental Faculties, the Dental Faculties Association of American 
Universities, the American Institute of Dental Teachers, and the Cana- 
dian Dental Faculties Association, were merged into the American 
Association of Dental Schools, which accepted a representation in the 
Council equal to that of each of the other parent bodies. 

In one direction the Council feels that it has met no great success; 
it has as yet failed to vitalize dental teaching, in spite of new require- 
ments and advancing standards. Under a utopian government, the 
successful practitioner would be sent from his office to the classroom 
for half the year, while the teacher came out to taste the various ex- 
periences and the welcome emoluments of practice. It may be that 
this is the proper solution of the difficulty. In the meantime we should 
consider what stimuli and what rewards might be applicable to the 
case; and certainly endowments for increased salaries, advanced re- 
search, and general development of graduate work would never come 
amiss. 

Though the ultimate goal has not been attained, the Council is 
not ashamed of the progress which has been made. If anyone of this 
audience could put himself back into the conditions of twenty-five 
years ago, he would perceive that many hopes of that day are verita- 
ble realities of this. The air of thisnew day is charged with an assured 
courage, confidence, vitality, and sincerity, which were then absent. 
New opportunities and new obligations are accepted as a matter of 
course; and there is no longer anything uncertain or apologetic in 
the dentist’s attitude toward the public whom he serves, or toward 
the university from which he expects to receive an increasingly effec- 
tive training for that service. What the future has in store I leave for 
the next speaker to suggest to you. But, may we not trust that the 
Dental Educational Council, with its ripened experience and intimate 
personal sense of responsibility, will continue to be an instrument of 
force and value in the promotion of dental education, keeping faithful 
watch over the educational program and its essential parts, scrutiniz- 
ing their proportions and relations to one another, and ever striving 
to secure larger opportunity and ampler culture for all members of 
the dental profession. 
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VI. FuTurRE USEFULNESS OF THE DENTAL EDUCATIONAL COUNCIL 
OF AMERICA 


WILLIAM J. GIES, PH.D., SC.D., LL.D. 
School of Medicine, Columbia University, New York City 


We have listened with great interest to valuable reviews of the 
Council’s past. My predecessors have been obliged to adhere to 
facts. I have been asked to turn attention to the future, where there 
are no facts to help or hinder my effort. My function is easier than 
theirs in some respects and more difficult in others. It is easier 
because I can proceed unhampered by facts, and am free to go where 
and as far as I choose. It is more difficult because, if my remarks 
are to be useful, they must express conclusions that will accord with 
developments. I hope to follow the way that experience and judg- 
ment may wisely direct. My intimate acquaintance with the per- 
sonnel, policies, and procedures of the Dental Educational Council 
was begun in August 1921, just after the Council had passed its 
twelfth birthday. For about seven years, thereafter, I was an appre- 
ciative guest at nearly all of its many meetings. Throughout the 
progress of the Carnegie Foundation’s study of dental education, the 
Council gave a degree and quality of coéperation that facilitated every 
phase of the effort to obtain useful findings and to present construc- 
tive conclusions. Since the termination of that study, I have fol- 
lowed with sustained interest the activities of the Council. I partici- 
pate in this program as a frank but friendly critic. 

The tripartite organization of the Council is a fortunate structural 
feature, which gives the Council a solid foundation for the functions 
it should consistently perform. The various checks and balances thus 
provided are as useful for the attainment of a representative and 
democratic outcome as are the judicial, legislative, and executive 
checks and balances provided by the national constitution. The 
policies and procedures of professional education are largely matters 
of expediency; therefore they are not predetermined by mathematical 
principles, nor anticipated by any reliable measurements, but are 
subject to the judgments, preferences, and adaptations of persons. 
What a profession desires, in well-informed and faithful adherence 
to its accredited responsibilities and services, may be quite as im- 
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portant, in the United States, as what any other group or groups may 
think or believe that profession should be forced to do or to accept. 
The tripartite organization of the Council should be continued and 
strengthened. 

The efficiency of an organization is dependent not only upon its 
aims and structure, but also and very directly upon its personnel and 
support. The representatives in the Council, from the National 
Association of Dental Examiners, the American Association of Dental 
Schools, and the American Dental Association, should be selected 
from among those who have been active in the important affairs of 
these organizations; should be widely respected for high character 
and great ability; should be unselfishly devoted to the welfare of 
dentistry, and to its advancement in public appreciation and esteem; 
and should be free from personal, commercial, or any other obligations 
that would interfere with self-respecting, sincere, and competent 
participation in the Council’s decisions. With such a personnel, the 
Council’s activities would be welcomed everywhere, and would deserve 
the respect and confidence, and receive the coéperation, of all other 
educational agencies concerned. The Council cannot grow in useful- 
ness without adequate financial support. In the earlier years of the 
Council’s activities, the schools paid most of its expenses. In later 
years, its expenses have been paid by the American Dental Association. 
The funds currently available for the support of the Council’s work 
should be increased. This expression of opinion brings me logically 
to a statement of belief regarding the Council’s future functions and 
usefulness. 

The Council, continuing to include equal numbers of representatives 
of the three present parent bodies, having a personnel of the highest 
order, and given adequate financial support, should serve in the 
following chief general relationships (1-4): 

(1) Judicial. The Council should act as a court to determine, 
primarily for the guidance of the dental profession, the validity, de- 
sirability, and acceptability of new educational policies, procedures, or 
conditions as they arise, the judgments of the Council to be indicated 
formally to the state boards of dental examiners, to the dental schools, 
and to the profession in general. The influence of these “decisions” 
would be commensurate with their educational soundness, their pro- 
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fessional pertinence, and with the character, ability, and repute of the 
members of the Council, for the Council could not enforce any de- 
cision. In some quarters it seems to be assumed that universities 
rather than accredited representatives of the dental profession should 
decide just what dentists shall practice and how. The advice of 
representatives of any university, on dental education, should be 
carefully studied and followed by the profession, if acceptable; it 
should obviously be rejected, if not acceptable. 

(2) Advisory. The Council should act as an agency to promote 
educational developments in the universities that the profession 
would wish to further. Such advice would have no force other than 
its practical value, its intrinsic persuasiveness, and the wisdom ex- 
emplified in it. In some quarters it seems to be assumed that the 
dental profession is incompetent to advise universities on ways and 
means to improve dental education. The advice of representatives 
of the dental profession, in educational matters, should be carefully 
studied and followed by universities, if acceptable; but it should 
obviously be rejected, if not acceptable. 

(3) Coéperative. The Council should (a) help the state boards and 
dental schools to obtain statistical and any other useful information; 
and also (b) bring to state boards and the schools, from both the 
profession and the public, support in all matters in which an agency 
such as the Council could assist in routine and in special ways. 

(4) Informative. The Council should keep the dental profession 
and the public intimately informed on all matters in the field of 
education that affect or may influence the promotion of dental practice 
and the advancement of the dental profession. 

Ignoring minor functions that would naturally be correlated with 
the four general relationships just mentioned, it may be asked: Are 
these functions important enough to justify the continued existence 
of the Council and the expenditures required to maintain the Council? 
I feel that this question should be answered with an emphatic Yes! 
These functions are highly important for the future improvement of 
dental education in accord with the profession’s accredited responsi- 
bilities and services, and cannot be given adequate attention by any 
other dental group than a body specially organized to perform them. 
This has been shown very clearly not only by the history of dental 
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education, but also by that of other types of professional education. 
The Council, to perform with increasing efficiency the functions that 
should be entrusted to it, needs the following facilities (a-c): 

(a) A whole-time executive secretary. Each secretary of the Council 
has been a part-time officer. The projected extension of the useful- 
ness of the Council requires whole-time service in the secretary’s 
office. For many years Secretary Midgley has given service dis- 
tinguished for ability, fidelity, industry, and unselfishness. The 
personal sacrifices entailed by his voluntary and unremunerated 
labors emphasize not only the appreciation he deserves, but also the 
importance of the service of a whole-time executive secretary. 

(b) Two or three consultants, as advisory members, selected inde- 
pendently or to represent such organizations as the Association of 
American Universities, American Medical Association, Association of 
American Medical Colleges, National Board of Medical Examiners. 
Independent consultants, or representatives of bodies such as these, 
serving as advisers, would bring to the Council not only invaluable 
educational information, experience, and wisdom, but also added 
repute and influence in fields outside of, yet closely correlated with, 
dentistry. 

(c) Adequate financial support. If the necessary financial support 
for the Council’s functions cannot or will not be provided by the 
American Dental Association, it is obvious that it would not be de- 
sirable to seek the funds from either the American Association of 
Dental Schools or the National Association of Dental Examiners. 
The published reports regarding the attitude of the American Dental 
Association do not encourage the belief that its current leadership is 
very much interested in promoting or increasing the work of the 
Council. These published reports favor, instead, the assumption 
that the current leadership of the American Dental Association might 
prefer to have the Association retire from its relationship to the 
Council. If that present indication should prove to be well-founded, 
I suggest that this College, now rapidly growing in size and public 
usefulness, would be an excellent substitute for the American Dental 
Association in the organization of the Council. I suggest, further, 
that the Council, whether thus reorganized or not, could appeal suc- 
cessfully for public funds for its support, provided the double assur- 
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ance could be given (1) that the functions and personnel would be 
freed from the perversities that have repeatedly handicapped the 
work of the Council; and (2) that the Council would be dedicated 
exclusively to the important functions it should perform in the interest 
not only of the dental schools and the dental examiners in particular, 
but also of the dental profession and the public in general. 

In a few references to current criticisms of the Council, I shall dis- 
regard those that are related to temporary political accommodations, 
or to personal influences that have aimed to obtain special protection 
or advantages for certain schools; or to similar conditions that are 
evanescent, or trivial, despite the demoralizations and embarrass- 
ments they cause. It will be sufficient, for constructive purposes, to 
focus attention on several special considerations. Many universities, 
having dental schools, regard the Council as an instrument of political 
rather than of educational import, and as dominated by superficial 
considerations that disregard educational purposes. This sentiment 
in universities is due, in part, to recollections of circumstances in which 
political or proprietary interests have been transiently represented or 
influential in the Council. It is also due, in part however, to con- 
viction that the Council is indifferent to important educational con- 
ditions and requirements. Only very recently the president of a 
leading university, during a chat on this subject, in referring to a 
member of the Council, and plainly echoing comment to him by his 
dental dean, said: “What does or can Dr know of dental edu- 
cation or amy type of education?” So long as the Council, for any 
reason, occasions derision in any important university, the friends of 
the Council should comprehend that its standing is insecure, and that 
it needs material improvement. I believe that the conditions pre- 
viously suggested, for the promotion of the Council’s future usefulness, 
would give the Council the standing and influence everywhere that 
official educational representatives of the dental profession should 
merit. 

Before going any farther let me assure you that I do not mean to 
suggest that when a university president or any other representative 
of a university expresses an opinion, it must be right because it cannot 
be wrong. The personnel of universities is just as human as that of 
dentistry and shows qualities, good and bad, that are essentially like 
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those of dentists. The noblest aspirations, the most unselfish pur- 
poses, the greatest abilities, and the strongest devotions to the public 
welfare, are richly represented in the universities; but, unfortunately, 
universities also harbor influential persons having ignoble aspirations, 
selfish purposes, ordinary abilities, and little or no devotion to the 
public welfare. The official attitude of some universities toward 
dentistry has reflected an ignorance or perversity, or both, which it 
would be impossible to understand if we did not know that often 
persons who succeed to places of high responsibility and influence have 
some very inferior qualities. Some university presidents wish to 
bring about the conversion of dentistry into a specialty of medical 
practice merely to get rid of annoying administrative problems, and 
regardless of the interests of the dental profession or the public. By 
so doing, the various difficulties attending the evaluation of dental 
education in their universities would, they think, soon be simplified and 
ultimately removed from their personal anxieties. These are petty 
motives, not educational projects. In this general relation I expressed 
these views in the Carnegie Foundation’s Bulletin on Dental Educa- 
tion (p. 111): 

“There are those who feel that the Council’s further opportunities for 
public service are not important enough to justify its continuance, and 
that the universities, which hereafter will conduct dental education, are 
not in need of advice that their faculties cannot give or which the American 
Association of Dental Schools cannot offer. This view overlooks the fact 
that some responsible universities have been conducting their dental schools 
in a mercenary spirit or giving them very indifferent attention. It dis- 
regards the possibility that, in the absence of disinterested supervision 
from such a public body as the Council, these universities would continue 
indefinitely to neglect their dental schools. It ignores the circumstance 
that direct or active censorship of one another cannot suitably be included 
among the functions of the schools, individually or as members of the 
American Association of Dental Schools.” 

The situation in this relation might be summed up as follows: The 
universities have better opportunities than the Council to understand 
the problems and procedures of education, but the Council has better 
opportunities than the universities to understand the problems and 
procedures of dental practice. For the promotion of dental education 
each—University and Council—should be helpful to the other, as- 
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suming that there is equivalence in character and competence of 
personnel, and in fidelity to the public interest. The representatives 
of the dental profession in the Council cannot learn everything about 
education, but they know their profession—and the universities can 
certainly always learn more about the practice of dentistry. 

A few persons seem to believe that the Council should be disbanded 
and its function performed by a committee of the American Dental 
Association. As to this I feel now as I did several years ago when I 
wrote the following in the Carnegie Foundation’s Bulletin on Dental 
Education: 

“At the present stage in the evolution of dental education, the degrada- 
tion of the Council from the status of a commission of representatives of 
the three national associations of examiners, teachers, and practitioners, 
to a committee of the national association of practitioners, would... . 
weaken the Council’s usefulness by destroying its independence, impairing 
its initiative, and limiting its freedom of responsible expression of opinion. 
. .. . Dental education should be continually improved in accordance with 
the expanding needs of oral health-service, as determined primarily from 
the point of view of public welfare by those collectively most competent 
to do so, and not from any fixed consideration of influential selfishness or 
any temporary vantage of professional partisanship [The Council] 
could not function to the highest degree of public utility, if, constituted a 
committee of the association of practitioners as at present animated, its 
decisions were subject, at annual meetings under the stress of partisan 
manoeuvres or political excitement, to modification, substitution, or rejec- 
tion by a majority vote of less well-informed members. If the problems 
of dental education should be solved by a majority vote at meetings of any 
general organization, it would be reasonable to expect such decisions to 
rest with the national association of state boards of examiners or of dental 
schools, for either of these, charged with special educational responsibilities, 
would presumably comprehend and respect the public needs in this rela- 
tion [p. 112]... . 

“Tf the Council were continued and properly supported as an independent 
judicial commission of representatives of national dental and educational 
organizations, it could give the universities helpful guidance, the state 
boards useful assistance, and the public effectual service. But the Coun- 
cil’s future usefulness will depend, with increasing assurance, upon the dis- 
position and ability of the dental profession to make it a strictly judicial 
body, and to raise it above the suspicion of adaptability to unworthy con- 
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cerns among the examiners, practitioners, or teachers [p. 112] The 
only necessary restraint, on such a judicial and advisory body as the Council, 
is that of earnest selection of members who are notable for ability, inde- 
pendence, courage, disinterestedness, and trustworthiness. Their mistakes 
would hardly be more numerous or damaging than those of majorities at 
annual meetings of a national association of practitioners; and it would be 
far better for the dental profession to submit to the embarrassments from 
occasional errors of judgment of a Council of highly reputable representa- 
tives, with public criticism as an effectual corrective, than to lose the many 
advantages that would accrue from unfettered expressions of the convic- 
tions of such a body” [p. 113]. 

I hope you will not regard as inappropriate a few personal remarks 
in conclusion. It is now almost exactly twenty-five years since I was 
invited by a committee of New York dentists to perform some ex- 
periments in non-commercial dental research, which, in 1909, was 
almost as much of a novelty as the Dental Educational Council of 
America. In that year, to help a deserving cause I turned from my 
regular work as a member of a medical faculty to what, I thought, 
would be a temporary side-issue. From that day to this, however, I 
have seen, with increasing interest and clearness, that dentistry is an 
agency of the highest importance and of the finest quality for the 
promotion of human welfare and contentment. During these passing 
years I have been given increasing opportunity to help to advance 
dentistry as such an agency. My remarks tonight, in projecting ways 
and means to increase the usefulness of the Dental Educational Coun- 
cil of America, have been animated by a layman’s earnest desire, 
nurtured by twenty-five years of active coéperative endeavor, to see 
the dental profession raised above the petty concerns of selfish con- 
trivances; to see oral health-service fully accredited for its great 
worthiness; and to see dental practitioners accorded the esteem, and 
deriving the happiness, they deserve. 


Editorial note. The Council’s original “minimum requirements for Class A dental 
schools” were adopted on July 24, 1916. Successive revisions of the original minimum 
requirements were made, at meetings of the Council, on Oct. 22, 1917; March 26, July 
31, and Aug. 3, 1918; April 13 and 14, 1920; Oct. 23, 1922; and June 2 and 3, and Dec. 
2,3 and 4, 1926. The succeeding published ratings of the dental schools have been 
based on these recurrent revisions of the minimum requirements. 
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AD-INTERIM ACTIONS OF THE REGENTs: 1934-35! 
SERIES 1 


(a) Matters of policy. 1. If the American Dental Association is unable 
to proceed with a study of the dental needs of industrial workers—a plan 
for which has been submitted to the Association—the Regents shall seek 
the support of one or more philanthropic foundations to enable the College 
to conduct such an inquiry. 

2. The Commission on Journalism shall communicate to a dean of a 
dental school the recommendations of the Commission on Journalism 
relating to the Dental-Students’ Magazine,? and suggest discussion of and 
action on this journal at meetings of the American Association of Dental 
Schools. 

3. The College shall directly encourage the development of dental-student 
publications. 

4. The By-laws shall be amended to require all members, present at 
evening or other formal sessions of the College, to wear the gown as a con- 
dition of admission, a supply of gowns to be provided (by the Company 
that makes the gowns for the College, or by another agent) at a rental 
charge to be paid by members who do not wish to take their gowns to the 
convocations. 

5. A method should be devised by which the processing of manuscripts 
for publication, checking of printer’s proofs, etc., could be shared by several 
allied journals, to decrease over-head expenses for each, and to relieve 
editors of this labor, for closer attention to more constructive work for the 
said journals. The President will appoint a committee of three to devise 
such a method, and to report it to the Regents for action. 

6. The Commission on Journalism shall make suitable inquiry as to 
whether the American Dental Association is planning to publish a journal 
for free distribution to all American dentists and others. If the Association 
is not now planning to do so, the Commission shall consider and report 
ways and means by which the College would publish such a journal. 

(b) Administrative actions. 7. The Committee on Socio-economics has 


1 Ad-interim actions of the Regents are taken by correspondence, or in formal meetings, 
or by correspondence after informal group conferences. 
? Status of dental journalism in the United States (1928-31), p. 160; American College 
of Dentists, 1932. 
31 
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been requested to note the socio-economic principles stated in the presi- 
dential address at the St. Paul convocation.’ 

8. The Committee on Hospital Dental Service has been requested to 
note the principles relating to medico-dental relationships stated in the 
presidential address at the St. Paul convocation.‘ 

9. The Committee on Editorial Medal Award has been authorized to 
designate annually, beginning in 1936, the best editorial in dental-student 
publications during the preceding year, for the award by the College of a 
silver replica of its gold medal for the best editorial in non-proprietary 
journals in general. 

10. A standing committee of five shall be appointed on the certification 
of specialists in dentistry. 

11. The annual dues shall be raised to $10, beginning with the year 1936, 
notice of this increase to be sent with the bills for dues for 1935. 

12. The Secretary of the College, and the Chairman of the Commission 
on Journalism, shall present to the Regents at each convocation an inven- 
tory of such portions of their office equipment as belong to the College. 

(c) Awards of F.A.C.D. in absentia. 13. F.A.C.D. has been conferred 
in absentia upon Drs. I. N. Broomell, Philadelphia, Pa., and Edwin C. 
Blaisdell, Portsmouth, N. H. (Both were elected to Fellowship at the St. 
Paul convocation.) 

Altest: Albert L. Midgley, Secretary. 

December 31, 1934. 


AMERICAN DENTAL ASSOCIATION 


Cope oF Etuics! 


In order that the dignity and honor of the dental profession may be up- 
held, its standards exalted, its sphere of usefulness extended, and the 
advancement of dental science promoted, and that the members of the 
American Dental Association may understand more clearly their duties 


3 Palmer: J. Amer. Coll. Den., 1934, 1, 101. 

‘Palmer: Ibid., p. 103-105. 

1 Presented to the American Dental Association, at its annual meeting in St. Paul, 
Minn., Aug. 6-11, 1934, by the Judicial Council: Alfred S. Walker, ’35, Chairman; Harry 
B. Pinney, Secretary, ex-officio; A. R. McDowell, ’38; J. V. Gentilly, 37; A. E. Bonnell, 
*36; Justin D. Towner, ’34. Adopted by the House of Delegates at the session on August 
8. Weare indebted to Dr. Alfred Walker for an indication, on a copy of the manu- 
script, of the most important additions to or substitutions in the previous form of the code. 
These additions and substitutions are printed throughout in italic.—(Zd.) 
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and obligations to the dental profession, to their patients, and to the com- 
munity at large, the following Code of Ethics is prescribed: 

GENERAL DEPORTMENT. Sec. 1. It is the duty of every dentist, and it shall 
be incumbent upon every member of this Association, to govern his deport- 
ment in accordance with the underlying principles which have motivated the 
formulation of this Code. It is not assumed that the following articles 
cover the whole field of dental ethics; the dentist is charged with many 
duties and obligations in addition to those set forth herein. Briefly, the 
Golden Rule should be conscientiously applied by every member of the 
dental profession. 

ADVERTISING. Sec. 2. As an inducement to patronage in the practice of 
dentistry, it is unethical and unprofessional for a dentist to employ, or 
permit the employment of, handbills, posters, circulars, cards, signs, stere- 
optican slides, motion pictures, telephone, radio, newspapers, lectures, 
or any kind of printed or written publications, or any other device for the 
purpose of 

(1) Advertising personal superiority or ability to perform services in a 
superior manner. 

(2) Advertising definite fixed fees, which in the nature of the professional 
service rendered must be variable. 

(3) Advertising statements that might be calculated to deceive or mis- 
lead the public. 

(4) Advertising any one or more types of dental service, thereby implying 
either superiority or lower than average fees in these fields. 

(5) Advertising under the name of a corporation, company, institution, 
clinic, association, parlor, or trade name. 

(6) Advertising special or allegedly exclusive methods of practice or 
peculiar styles of service. 

(7) Advertising reports of cases or the possession of special certificates, 
diplomas, etc. 

(8) Employing or making use of advertising solicitors, free publicity 
press agents, radio announcers, entertainers or lecturers. 

(9) Guaranteeing or warranting operations. 

The fact of promulgation of any of the forms of advertising covered in this 
section shall be held to be satisfactory proof that the dentist named either em- 
ployed or permitted the employment of the advertising message. 

DIRECTORY ANNOUNCEMENTS. Sec. 3. It is unethical for a dentist to 
permit the placing of his name in any city, commercial, telephone, or other 
public directory, or directories in public or office buildings, using what is 
known as display type, or type that is in any way dissimilar from the standard 
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in size, shape or color, or to use any other device tending to give his name visual 
prominence over other names listed. It is likewise unethical for a dentist to 
permit the printing of his name in any kind of public directory under a head- 
ing such as “Specialists,” “Surgeon Dentists,” or any other heading or 
device that might create in the mind of the reader the impression that the 
individual so listed is superior to those whose names appear under the 
simple heading, “Dentists.” 

CARDS IN PRESS, ETC., SPECIALISTS. Sec. 4. In communities in which 
it is customary for professional men to insert a card in the local press, or in 
programs for social events, theatres, etc., the same custom may be observed 
by the dentist, but such cards must be of modest size and type, and shall 
not include more than the dentist’s name, title, address, telephone number, 
and office hours, mor shall it include any other device tending to give such 
announcement visual prominence over other names listed. If he confines him- 
self to the practice of a specialty, he may announce in modest type—“‘prac- 
tice limited to . . . .” (announcing the specialty), but nothing more. This 
Association, however, believes the latter custom to be unbecoming to pro- 
fessional men and urges its members to abstain from such practice [custom]. 

PERSONAL CARDS, LETTERHEADS, ANNOUNCEMENTS, ETC. Sec. 5. A den- 
tist is permitted to use personal professional cards of modest type announc- 
ing his name, title, address, telephone number, and office hours, and if he 
confines his practice to a specialty he may so announce it; he may also use 
modest appointment cards and diagrams for designating needed radiograms 
or operations. No illustration or other printed matter shall appear on 
professional cards. The same rule shall apply to letterheads, billheads, 
envelopes, etc. He may mail to his patients similar modest announcements, 
informing them of his absence from or return to practice; of the opening 
of an office; a new location, etc. He may use modest size lettering announc- 
ing his name, title, and profession on his office doors or windows, or at the 
entrance to his office, and if he practises a specialty he may state “practice 
limited to ....” (announcing the specialty). Large display signs or 
peculiar lighting, unusual objects, or characters of any description, or any- 
thing that copies or imitates the unethical methods of the charlatan shall 
be deemed unethical. Signs shall be limited in number to those essential 
to indicate to prospective patients the location of his office. 

SPLIT FEES, COMMISSIONS, ETC. Sec. 6. It is unethical for dentists to 
pay or accept commissions in any form or manner on fees for professional 
services, references, consultations, pathological reports, radiograms, prescrip- 
tions, or on other services or articles supplied to patients. This Association 
discourages the custom of the dentist selling to patients, for profit or adver- 
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tising purposes, mouth washes, dentifrices, toothbrushes, or other materials 
or articles. 

Unjust criticism. Sec. 7. One dentist should not disparage the serv- 
ices of another to patients. Criticism of operations which are apparently 
defective may be unjust through lack of knowledge of the conditions under 
which they were performed. However, the welfare of the patient is para- 
mount to every other consideration and should be conserved to the utmost 
of the practitioner’s ability. If he finds indisputable evidence that a patient 
is suffering from previous faulty treatment, it is his duty to institute correct 
treatment at once, doing it with as little comment as possible and in such a 
manner as to avoid reflection on his predecessor. 

EMERGENCY SERVICE. Sec. 8. If a dentist is consulted in an emergency 
by the patient of another practitioner who is temporarily absent from his 
office, or by a patient who is away from home, the duty of the dentist so 
consulted is to relieve the patient of any immediate disability by temporary 
service only, and then refer the patient back to the regular dentist. To 
urge upon the patient, or ¢o institute, any other treatment is unethical. 

ConSULTATION. Sec. 9. When a dentist is called in consultation by a 
fellow practitioner, he shall hold the discussion in the consultation as con- 
fidential, and under no circumstances shall he accept charge of the case 
without the consent of the dentist who has been attending it, mor until he 
has been assured that any differences concerning the patient’s financial obliga- 
tions to the previous dentist have been satisfactorily adjusted. 

DvuTY TO REPORT ILLEGAL AND UNETHICAL ConDuUCT. Sec. 10. It is un- 
ethical for dentists to connive at or aid in illegal practice by others. It is 
their duty to expose such persons without fear or favor. Dentists shall 
call to the attention of the proper dental or legal authorities illegal, corrupt, 
or dishonest conduct on the part of any member of the dental profession. 

TESTIMONIALS AND FRAUD. Sec. 11. It is unethical for dentists or dental 
organizations to give testimonials, directly or indirectly, concerning the sup- 
posed virtue of secret therapeutic agents or proprietary preparations such as 
remedies, vaccines, mouth washes, dentifrices, or other articles or materials 
which are foisted on the public, claiming radical cure or prevention of 
disease by their use. It is also unethical to promise radical cures or to 
boast of, prescribe, or employ, secret methods of treatment, secret prepara- 
tions or remedies, or to exhibit certificates of skill or of success in the treat- 
ment of diseases, or to employ any questionable method to gain the atten- 
tion of the public for the purpose of obtaining patronage. It is the duty 
of the dentist to expose dishonest methods of practice and false pretensions 
of charlatans, and to warn the public that such practices may cause injury to 
health. 
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PROFESSIONAL LOYALTY AND PATRIOTISM. Sec. 12. Dentists should be 
good citizens, and as such should bear their full part in sustaining institu- 
tions that advance the interests of humanity. They should be ever ready 
to counsel the public on subjects relating to dental health-service. They 
should refrain from any act, comment, or insinuation which may reflect 
upon the dignity of the dental profession, not forgetting that a well merited 
reputation for honesty and professional ability carry with them their own 
reward. Thus, it is imperative that the dentist in all his relations with his 
patients, his fellow-practitioners, and the public, shall conduct himself 
as becomes a member of a profession whose prime purpose is service to 
humanity. 

PATENTS. Changing conditions in the modern world have brought about a 
situation wherein the ethics and propriety of members of the dental profession 
owning patent rights, or having financial interests in instruments or devices 
for use in dental practice or the administration of dental treatment, should 
receive reasonably liberal interpretation. The procurement of patent rights, 
the whole or part ownership or the financial interest in any instrument or 
device for use in dental practice or the administration of dental treatment, 
which procurement, ownership, or financial interest may have for its object 
purposes other than the protection of the public, the profession, and the rights 
of the individual, is unethical. 

Contracts. It is unethical for dentists to enter into contracts which impose 
conditions that make it impossible to deal fairly with the public and fellow prac- 
titioners in the locality. 

GROUP PRACTICES, CLINICS, ETC. Using the name “Clinic,” “Institute,” 
or other title that may suggest a public or semi-public activity, to designate what 
is in fact an individual or group private-practice is misleading, and therefore 
unethical. 

Note. Whenever there arises between members of the American Dental 
Association a grave difference of opinion regarding professional conduct, or 
questions of an ethical nature which cannot be adjusted without assistance, 
the dispute should be referred for consideration and settlement as follows: 

First: To a committee of impartial dentists, preferably the committee on 
ethics, or similar committee, of the /ocal component society. 

Second: Should the verdict be unsatisfactory to either party, appeal 
may be taken to a similar committee of the state or constituent society of 
which the component society is a part. 

Third: Should the verdict still be unsatisfactory to either party, appeal 
may be made for final settlement to the Judicial Council and ultimately 
to the House of Delegates of the American Dental Association. 
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Fourth: When differences arise between members of their respective local 
societies, or official units thereof, and such differences cannot be adjusted within 
the society, the matter should be referred first to the state society and thereafter, 
if need be, to the Judicial Council and ultimately to the House of Delegates of 
the American Dental Association. 


AMERICAN ASSOCIATION OF DENTAL EDITORS 


REporT OF COMMITTEE ON DENTAL LITERATURE! 


The field of the “Committee on Dental Literature” has not been officially 
defined, but we understand that “dental literature” in our title refers espe- 
cially to the literature in dental periodicals. A more specific title would 
be desirable. 

During the past year the trends in dental periodical literature have, for 
the most part, been upward. We have been impressed by the earnest 
thought and sincere purpose of an enlarging group of dental editors. Many 
important subjects which a few years ago were usually ignored—such as 
social responsibility, educational obligations, professional ideals, impor- 
tance of research, etc.—have been receiving increasing attention. A notable 
effort is being made, by editors of non-proprietary journals, to analyze and 
to promote understanding of vital matters affecting dentistry and its public 
relationships. The basis of editorial interest and concern is broadening, 
gradually but surely. Trivialities receive diminishing attention. Dental 
journalism is assuming more and more the qualities of professional leader- 
ship. Our Association should be made a cumulatively constructive influ- 
ence in this very useful evolution. The gratifying indications of this con- 
structive development in non-proprietary dental journalism are illustrated 
by many direct and effective responses, during the past year, to the com- 
mercial sophistry in some articles by three conspicuous editorial spokes- 
men for dental-trade interests. . . . [See the series of quotations in the J. 
Amer. Col. Den. for October, 1934 (pp. 158-162).] 

Alluding to the outcome of the effective editorial dissection of the said 
articles in defense of proprietary dental journalism, the editor of the A pol- 


lonian bravely and wisely wrote, in part, as follows: 

“A reading of current dental journals shows that the editors of commercial journals 
have said their say, and then withdrawn silently and obstinately into their forts. There 
has been no voluntary surrender, but only a sad determination to face the situation out 





1 Adopted at the annual meeting of the American Association of Dental Editors, St. 
Paul, Minn., August 4, 1934. 
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and abide the consequences. And their retreating battles seem, in the opinion of the 
A pollonian, but half-hearted and ineffectual. Doctors Best and Ryan, who receive per- 
haps the largest income of this group, made but a pathetic showing with their platitudinous 
claim to be up-lifters of the profession. They and other “independent” editors must be 
somewhat embarrassed when they describe their altruistic devotion to pure and ethical 
dentistry, the while they eagerly claim and bank their checks from the profits of their com- 
mercial dental journals. Telegrams and letters have convinced the A pollonian that its 
stand against commercial journalism has received the enthusiastic endorsement of the 
ethical members of the profession. But is it enough to state and to endorse this condem- 
nation? Shall we simply parade our views, and then retire from the campaign? The 
A pollonian proposes a new objective in this continuing battle. . . . Our [American] Asso- 
ciation of Dental Editors should arouse to action the deans of all dental colleges. A 
statement of the matter at issue should be sent to each dean, together with a definite re- 
quest that the dean enter into the fight, and, more particularly, that he should establish a 
policy for his faculty that none should edit or contribute to commercial journals. If such 
a ruling were in force, there would be but few dentists who would sever their connection 
with the profession by further association with commercial journalism. Deans have a 
tremendous power over the group of dentists who do most of the scientific writing con- 
cerning the practice and theory of dentistry. The A polionian does not think it unfair to 
call upon the deans to use their power to purge the profession of an admitted evil....” 
(A pollonian, 1934, 9, p. 112, April.) 

Action by dental faculties (as thus urged in April by the A pollonian, in 
endorsement of the same suggestion by the editor of Contact Point last 
February) has already ensued at the University of Pittsburgh (May 10), 
and at Marquette University (June 4). The dental faculties of both of these 
universities have unanimously agreed that hereafter none of their members 
will contribute articles for publication in trade-house journals, and will 
refrain from participating in the programs of societies whose proceedings 
are published in such journals. 

In very practical protest against the control of dental literature by trade 
houses, or by their agents, dental societies in increasing number are pub- 
lishing periodicals of their own, or are publishing their proceedings in non- 
proprietary journals and declining to permit commercial journals to exploit 
them. Among the additional societies that have lately begun the publica- 
tion of their own journals are these: American College of Dentists, Ameri- 
can Society for the Promotion of Dentistry for Children, Dental Society 
of the State of New York, Detroit Dental Society, New York Academy of 
Dentistry, Northern District Dental Society of New York, Queens County 
[N. Y.] Dental Society, Southern California State Dental Association, Tufts 


Dental Club of New York. 

The rising tide of protest against the use of the proceedings of dental 
societies to float advertisements for the private profit of owners of pro- 
prietary journals has become so strong that (referring to data supplied at 
our request by the Commission on Journalism) only 4 of the remaining 25 
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proprietary dental journals are designated as official organs of publication 
of American dental societies, namely: Dental Cosmos, by six societies; 
Dental Items of Interest, by one society; International Journal of Orthodontia 
and Dentisiry for Children, by seven societies; and Southwestern Dental 
Mirror, by two societies. We may safely predict that any dental societies 
that continue much longer to permit the commercial exploitation of their 
proceedings would do so from lack of both professional self-respect and 
professional responsibility. 

Trade interests have been slowly realizing that their further control of 
dental literature is generally regarded as neither necessary nor desirable. 
Proprietary control of dental journals is certainly not intended to be in the 
interest primarily of either the public or the profession. That the com- 
mercial interests have worn out their welcome, in this relation, is shown by 
the steady decrease in the number of proprietary dental journals, and by the 
ensuing rejoicing when any such periodical is discontinued. Recently, 
ownership of the Texas Dental Journal was transferred by the A. P. Cary 
Company to the Texas State Dental Society. The Pacific Dental Gazette, 
lately issued in combination with the Journal of the Southern California 
State Dental Association, has been discontinued, leaving the field to the 
existing Journal of the Southern California State Dental Association. The 
James W. Edwards Company, owners of the Gazette, included in their vale- 
dictory this very significant admission: “Of late years, there has been a 
growing feeling on the part of the [dental] profession that their literature 
should be strictly under their own control—and in this contention they are 
probably correct.” The name “Pacific Dental Gazette” is now applied to a 
new periodical which, however, instead of being a journal purporting to 
publish dental literature, is—quoting its owners—‘‘a trade journal, designed 
to carry . . . trade messages [of the owners] to [their] customers.” An hon- 
est trade-journal, openly seeking to sell its owner’s wares, may be useful 
and desirable; but a hypocritical trade journal, which covertly aims to 
promote the financial interests of a house yet publicly pretends to be pub- 
lished “‘in the interest of the profession,” undermines that profession and 
is unworthy of respect. We commend to the attention of all trade-houses 
the voluntary action of the A. P. Cary Company and the James W. Edwards 
Company in their notable cooperation with the dental profession in their 
states. We also congratulate these two companies not only on the wisdom 
of the said cooperation, but also on their recognition of the sound reasons 
why dentists, in increasing number, desire, and will insist with growing 
pressure, that their professional literature shall be freed from commercial 
control. Proprietary ownership of dental schools was discontinued because 
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it ceased to be respectable. Proprietary ownership of dental journals is 
on its way to the same exit. 

We have noted with particular satisfaction the quickening of interest 
among journals conducted by the students in various dental schools; and 
also that this group of journals has lately been increased by the creation 
of the Georgetown Dental Journal. These journals, representing the insight, 
idealism, courage, and professional purpose of a coming generation of dental 
editors, should receive hearty support from the schools and alumni they 
represent. . . . These journals have exceptional opportunities to foster the 
cumulative development of experience and ability in dental journalism, 
and also a leadership that will seek to serve the public causes of a profession 
rather than the private interests of a trade-house. 

We have a very strong conviction that advertisements should not be 
interspersed with what purports to be professional literature. In com- 
mercial magazines the reader is forced to wade through advertisements to 
find what to him may be worth reading, but this should not be required in 
journals devoted to the affairs of a profession. Advertisements in non- 
proprietary dental journals should be segregated as a group, where they 
may be found or ignored as the reader prefers. The placement of advertise- 
ments among the pages that carry comment on professional affairs, so that 
their faces must be seen, is not only an intrusion of commercialism, but also 
an offense to good taste in general and to professional propriety in par- 
ticular. Advertisers should not be permitted to require the maintenance 
of a custom that is an eye-sore to all who regard dental journals as agencies 
primarily for the furtherance of professional ideals and the attainment of 
professional progress in the public service. . . . 

Recommendations. Our recommendations are summarized, briefly, in the 
following direct expressions of opinion: 

(1) Change the name of this Committee to “Committee on Current 
Dental Literature.” 

(2) The proceedings of each successive meeting of this Association should 
be published, promptly and in full. The Journal of the American Dental 
Association should be requested to publish the proceedings of this meeting 
in an early issue before March, 1935, and our Association should offer to 
pay the expense of adding the required number of pages for this purpose. 
If this offer should be rejected, the Editor of our Association should have 
authority, on the same terms, to publish the proceedings elsewhere. Re- 
prints of our proceedings should be given wide distribution. 

(3) The report of the Committee on Advertising, presented at Buffalo 
in 1932, or the gist of it, should be published by all periodicals represented 
in this Association. 
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(4) The pages of advertising in non-proprietary journals should be segre- 
gated at theend. The proportion of such pages should be definitely limited 
by agreement, so that the advertisement tail will not wag the literature dog, 
and the distinction between proprietary and non-proprietary journals, as 
to non-commercialism, may be made clear and emphatic. 

(5) The Committee on Cooperation should recurrently collect and dis- 
tribute, to the member periodicals, “telling” excerpts to be used in an edu- 
cational effort to develop a higher sense of professional ethics as well as 
appreciation of better dental literature. 

(6) Our Association should indicate, at its annual meetings, by a suitable 
expression or award, the Association’s appreciation of the non-proprietary 
periodical that during the year then ending merits special approval, with 
particular reference to relative growth in literary quality and in editorial 
leadership. 

(7) We should adopt resolutions indicating also our Association’s views 
as follows (a-e): 

(a) Commendation of the continued effort of the American College of 
Dentists, through its Commission on Journalism, to convert or merge all 
proprietary dental journals into non-proprietary periodicals. 

(b) Commendation of the dental faculties of the University of Pittsburgh 
and Marquette University for their notable action in support of non-pro- 
prietary dental journalism. Copies of this expressed commendation should 
be sent to each dental faculty in Canada and the United States. 

(c) Appreciation of the action of the A. P. Cary Company and the James 
W. Edwards Co., in cooperating with the dental profession, in their states, 
to promote the extension of non-proprietary dental journalism. Copies of 
this expressed appreciation should be sent to the two companies named, and 
also to the owners of all proprietary dental journals in the United States. 

(d) Appreciation of the generosity of the Journal of Dental Research in 
publishing abstracts of the proceedings of our two meetings in 1932, and of 
the Journal of the American College of Dentists in publishing an abstract of 
the meeting in 1933. 

(e) Commendation of the efforts of dental students to conduct journals 
representing their respective dental schools. Copies of this expressed com- 
mendation should be sent directly to each dental-student periodical, and 
also to the dean of each dental school in Canada and the United States, for 
presentation to each faculty and to each student body. . . . 

If any or all of these recommendations should be approved, resolutions 
concordant with them will be submitted for the Committee later in this 
session.—Grace R. Spalding, Walter Hyde, Wm. J. Gies, chairman; Committee. 
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Resolutions adopted by the Association in accord with the foregoing recommendations: 

Resolved: That the name of the Committee on Dental Literature be changed to Com- 
mittee on Current Dental Literature. 

Resolved: That the Journal of the American Dental Association be requested to publish 
the proceedings of this meeting in an early issue before March 1935, and that this Asso- 
ciation offer to pay the expense of adding the required number of pages for this purpose. 
If, however, this request and offer should be rejected, the Editor of this Association shall 
have authority on the same terms to publish the proceedings elsewhere. In either event 
the Editor shall have authority to obtain and distribute reprints. 

Resolved: That the periodicals represented in this Association be requested to publish 
the report of the Committee on Advertising as presented at our meeting in 1932. 

Resolved: That the Committee on Advertising be instructed to endeavor to effect an 
early agreement, among the periodicals represented in this Association, to segregate all 
advertisements at the end of the issues containing them. 

Resolved: That the Committee on Cooperation be instructed to collect and recurrently 
distribute, to member periodicals, “telling” excerpts intended to develop both a higher 
sense of professional ethics and an appreciation of better dental literature. 

Resolved: That a special committee be appointed to recommend a procedure to express 
annually this Association’s appreciation of the non-proprietary periodical that merits 
special approval. 

Resolved: That we convey to the American College of Dentists this Association’s com- 
mendation of the continued effort of the American College of Dentists through its Com- 
mission on Journalism, to convert or merge all proprietary dental journals into non-pro- 
prietary periodicals. 

Resolved: That we convey to the dental faculties of the University of Pittsburgh 
and Marquette University this Association’s commendation for their notable action in 
support of non-proprietary dental journalism; and that copies of the resolutions in this 
regard as adopted by these faculties, and a copy of this resolution, be sent to each dental 
faculty in Canada and the United States. 

Resolved: That we convey to the A. P. Cary Company and the James W. Edwards 
Company this Association’s appreciation of their cooperation with the dental profession in 
their states for the promotion of non-proprietary dental journalism; and that copies of this 
resolution be sent to the two companies named herein and also to the owners of all pro- 
prietary dental journals in the United States. 

Resolved: That we convey to the Journal of Dental Research and the Journal of the 
American College of Dentists this Association’s appreciation of the generosity of these 
journals in publishing the proceedings of our meetings in 1932 and 1933, respectively. 

Resolved: That this Association commends, to the special consideration of the dental 
profession, the journals that are conducted by the students in dental schools. These 
journals represent the insight, idealism, courage and professional purpose of a coming 
generation of dental editors; and likewise foster the cumulative development of experience 
and ability in dental journalism, and also a leadership that will seek to serve the public 
causes of a profession rather than the private interests of a trade-house. Resolved, further, 
that copies of this resolution be sent to each dental-student periodical, and also to the 
deans of all dental schools in Canada and the United States, for presentation to each 
faculty and to each student-body. . . . 

Resolved: That any non-proprietary dental periodicals in the United States not now 
represented in the membership of this Association be invited to become members. 


















MEDICAL ATTITUDES TOWARD DENTISTS, OR IF 
I WERE A DENTAL PRACTITIONER! 


E. M. BLUESTONE, M.D. 
Director, Montefiore Hospital, New York City 


The time was when the threat to knock a man’s teeth out was a 
serious one—one that would condemn him to milk and water for the 
rest of his time, since it was before the days of meat choppers and 
dentists. In fact, those of you who are of the Hebrew faith and 
orthodox will remember your quotations from the rabbis on Passover 
night, and will recall that each one of the four categories of manhood 
was to be dealt with differently and that the wicked one was to have 
his teeth knocked out as punishment for his wickedness. Hardly a 
punishment nowadays! Even the Biblical injunction, “a tooth for a 
tooth,” seems inequitable to-day in an age when the dental profession 
is celebrating the centennial of the organization of the first dental 
society. If the punishment were to be decreed anew it might have to 
be two teeth for one or, better still, a tooth for a tooth after careful 
selection to defy the mechanical genius of the best of your profession. 
Now you will ask: What has all this to do with my subject? The 
fact is that the dental profession has gone far in its mechanical achieve- 
ments—farther in its special field than the medical profession has 
gone, even if you include the highly technical surgeon in the classifica- 
tion. Recognition of this perfectly obvious fact by the medical pro- 
fession, however, comes only when a personal experience compels it. 
It takes a toothache to establish a healthy medical attitude toward 
dental practitioners. Otherwise the dentist must be put in his place 
and this, by the way, is not a difficult matter, if you take the average 
meekness of the dental profession into account. Absolute professional 
equality is not an Utopian idea, since the two professions have pre- 
ventive, diagnostic, curative, educational, and research functions that 
are common to both. If the dentist leans heavily toward the curative 
side, and is more successful in this respect per cubic millimeter than the 
medical practitioner working over a larger area, that in itself should 
bring greater recognition for him. The dentist, unlike the medical 
1 Address at the dental-medical meeting commemorating the fiftieth anniversary of 
Montefiore Hospital, New York, December 18, 1934. 
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practitioner, must rely altogether on his own senses, on his hands, and 
on his materials. He cannot expect much help from Nature, for 
example, in the regeneration of carious tooth-structure (perhaps the 
economists in the profession will think that it is just as well), nor from 
psychotherapy. You cannot talk a toothache out of a patient, nor 
an empty space out of his jaw, and no amount of Christian Science 
(if you know what I mean) will mend the matter. Since the medical 
practitioner is under no such handicap, he is at an advantage in this 
respect. It is much easier for a patient to recognize a good dentist 
than a good physician. The criteria for appraising the value of each 
are simple in the one case, and somewhat confused and complicated 
in the other. If a scientific profession is to be judged by results, the 
dental profession is entitled to a higher place than it has been awarded 
by a group of confréres who consider themselves superior. This paper 
was not written in praise of the dentist, nor in apology for his place 
in the community, nor is it intended to condemn the attitude of the 
medical profession toward him. As usual in scientific controversies, 
there is much to be said on both sides. The dentist ought to try 
humoring the medical profession. In the days when women were 
clamoring for the vote and the woman suffrage movement was at its 
height, George Bernard Shaw remarked that “the time has come 
when men no longer require legislation to protect them from the com- 
petition of women.” On the serious and logical side, the dentist has 
the advantage of the argument. 

There is a remedy for all this. My paper bears the subtitle: “If 
I were a dental practitioner.” If I were, there are a few things that I 
would do to compel recognition of my status with the medical pro- 
fession. My task like the task of all practitioners, medical or dental, 
would fall into five categories: (a) prevention, (b) diagnosis, (c) cure, 
(d) education, and (e) research. I would deal with an unfavorable 
attitude in several ways: 

(1) I would attend medical meetings religiously, for the purpose of 
absorbing as much as possible of the medical atmosphere and the 
medical background of dental practice, and I would indicate whenever 
possible that the dentist is interested in the patient as a whole and not 
only in his teeth. 

(2) I would break into medical literature with reasons why dentistry 
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is a specialty, albeit largely a mechanical specialty, and is therefore 
entitled to be heard, even though this particular specialist did not 
study obstetrics and other special branches of medicine. I am not 
recommending propaganda literature. There is plenty of scientific 
material in the hands of the dental scientist to win him an audience. 

(3) I would take a greater interest in the selection of properly 
educated students for admission to schools of dentistry. The cultural 
level of the dental profession must be raised to the cultural level of the 
medical profession, unless the dentist wants to be excluded from the 
learned professions and be considered a dental mechanic and nothing 
more. This would eliminate those who seek professional standing 
for its own sake, regardless of their aptitude for it, and also those who 
failing to secure admission to a medical school want to compromise 
with a dental education as second best. It would involve a positive 
attitude toward the student and his ambitions, and would save the 
profession from the admission of inferior types. The student of 
to-day is the practitioner of to-morrow, and it is the practitioner whom 
the medical profession judges in its daily relationships. 

(4) I would organize dental meetings that, as far as possible, would 
be interesting enough for medical men to attend. Nor am I seeking 
to multiply scientific meetings—there are enough to attend even now— 
but a better balance of these meetings might be established in order to 
give the dental profession its due proportion. 

(5) I would insist upon a dental department in every hospital 
where a patient is treated, however small the department might have 
to be and—most important—I would insist on dental representation 
in the medical board of the hospital. The first step would be a request 
by the dental department to the administration of the hospital to 
show cause why the dentists should not be so represented. Many 
arguments could be offered in support of this request. The same 
blood that flows during general surgical operations sometimes flows 
when oral surgery is being done; and, if this example is not enough, 
there is a stronger example in the bacteriology of the oral cavity, a 
portal of entry in a double sense—and where will you find more micro- 
scopic flora than in the oral cavity? 

(6) I would educate—educate everybody: fellow dentists, phy- 
sicians, the public, and also the administration of the hospital. I can 
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tell you, from personal experience with three dental departments here 
and abroad which I helped to develop, that in each instance my own 
work was a response to a stimulus from my dental colleagues, for 
many of whom I have so much personal admiration. 

(7) I would insist on greater opportunities for the man with the 
original mind—the one who is gifted with scientific imagination. 
There are many fields of dental significance to explore. Biochemistry 
may hold many secrets which will be surrendered only to those who 
know how to search, and who have the wherewithal and the backing 
to do it. Physics has already done much; the good dentist knows a 
good fulcrum when he sees it. What about the department of nutri- 
tion, which has so much rich food for thought? Bacteriology and 
pathology we take for granted, but these chapters are by no means 
closed. Some day we shall discover the cause of dental caries. Are 
the physicians interested and will they lend a hand? Diseases of 
metabolism and of the endocrine system—can they be studied suc- 
cessfully without giving due thought to the position of the tooth in the 
human body? 

What I have said to you this evening is only introductory. I want 
you to know where the administration of this hospital stands with 
relation to the dental-medical problem. Many of you are aware that 
we are doing everything in our power to break down any barriers 
that may prevent the fullest codperation between physician and 
dentist in their joint management of our patients. You know also 
that there is a sympathetic attitude on both sides which augurs well 
for the future. We have indeed awarded one of our fellowships for the 
year 1935 to a graduate from the dental house-staff. Nothing in the 
remarks that I have made this evening is essentially new to most of 
you. I hope that the example set here may be followed elsewhere, 
to the end that complete understanding may come and complete 
codperation in the achievement of our aims on behalf of the sick. 


Editorial note. The Dental Department of the Montefiore Hospital was established 
in 1921 (the services of a dentist have been available since 1912); the present chief den- 
tal officer is David Tanchester, D.D.S., Attending Dentist. During the past year (1934), 
this Department has given service represented by the following statistical data: number 
of patients treated, 1107; number of revisits, 4584; examinations only (no treatment), 
959; x-ray examinations, 7097; ward consultations, 265; fillings (miscellaneous), 1383; 
inlays, 29; extractions, 1224; plates completed, 417; bridges completed, 9. 














SOME DIFFERENCES BETWEEN MEDICAL AND DENTAL 
SERVICES 


Tue ImporTANCE OF THESE DIFFERENCES FOR AN ADEQUATE 
PROGRAM OF HEALTH-CARE 


ALFRED WALKER, D.D.S., F.A.C.D. 
Chairman, Commitice on Community Dental Service, New York Tuberculosis and Health 
Association, New York City 


An adequate program for public health-service, whether it be state, 
socialized or insurance, and whether it be on a national, state or local 
basis, must include dental treatment; and if the medical service is to 
be adequate, so also must be the dental service. While on its face 
this may appear to be a simple statement, its implications are more 
complex than may at first be apparent. Well intentioned programs 
have often failed because, in the planning, the obvious was overlooked. 

It is worthy of note that in previous studies and surveys for the 
purpose of planning a public-health program, careful consideration 
of a dental service has been neglected. A striking example of this 
omission is the series of publications of the Committee on the Costs of 
Medical Care. Their very comprehensive studies provide little in- 
ormation of any value insofar as dental service is concerned. A 
careful perusal of the reports leaves us with the conviction that dental 
service in group-health planning has been considered largely from the 
standpoint of an emergency measure. For example: in such places 
as Fort Benning, where the medical service is considered to be a very 
high type, the dental service provides very little. Similarly in other 
conspicuous places studied, such as Roanoke Shoals and Homestake, 
the type of dental service was very meagre. The report on the Ross- 
Loos group-practice discloses that dental service was omitted entirely. 

If dental treatment is to consist of something more than a purely 
emergency service, it is important that the significance of certain 
differences between dental service and medical service be given serious 
consideration. Many individuals, throughout a long life, require 
practically no medical service; and others may require very little and 
at very infrequent intervals. On the other hand, it is well known that 
practically everybody frequently requires dental service, and that 
dental disease, 

(1) in some form and degree, afflicts practically everyone; 
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(2) is predictable; 

(3) unlike most other diseases, does not correct itself; 

(4) un-corrected, it grows progressively worse; 

(5) there are no known preventives, such as vaccines and antitoxins; 

(6) its correction always requires the service of the dentist 
personally; 

(7) its treatment is time consuming; 

(8) it is a constantly recurrent disorder that necessitates continuing 
treatment, year after year practically throughout life, or at least as 
long as the individual retains his teeth; 

(9) treatment for children, in the earlier years, is essentially different 
from that required by the adolescent and the adult; 

(10) the adult service frequently differs markedly from the service 
for the adolescent; and 

(11) there are many types of dental service, some acceptable, some 
not—the type of service varying with the skill of the dentist as well 
as the ability or willingness of the patient to pay. 

These eleven points are enumerated as some of the outstanding 
differences in the administration of dental service as compared with 
medical service. If the public health is to be adequately served, these 


important conditions may not be disregarded in planning a program 
of adequate “‘medical care.” 


SOCIO-ECONOMIC DATA 


Series I 


Socio-economic problems are pressing for solution. Data significant for 
dentists should be readily accessible. To facilitate studies of these prob- 
lems, in terms of reality, we shall present under the above heading, in suc- 
cessive issues, compilations on conditions, opinions, actions, trends, etc., 
stated as briefly as possible and with a minimum of collateral comment. 
These units will serve as “‘source material” for all concerned. The index in 
each volume will help to coordinate the data. 


1, COMMITTEE ON THE COSTS OF MEDICAL CARE 


A. Majority report—Recommendations: Final Report, 1932; Chapter V 


1. Medical service, both preventive and therapeutic, should be furnished 
largely by organized groups of physicians, dentists, nurses, pharmacists, 
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and other associated personnel. Such groups should be organized, pref- 
erably around a hospital, for rendering complete home, office and hospital 
care. The form of organization should encourage the maintenance of high 
standards and the development or preservation of a personal relation be- 
tween patient and physician (p. 109). 

2. All basic public health services—whether provided by governmental or 
non-governmental agencies—{should be extended] so that they will be avail- 
able to the entire population according to its needs. Primarily this exten- 
sion requires increased financial support for official health departments and 
full-time trained health officers and members of their staffs whose tenure is 
dependent only upon professional and administrative competence (p. 118). 

3. The costs of medical care [should] be placed on a group payment basis, 
through the use of insurance, through the use of taxation, or through the 
use of both these methods. This is not meant to preclude the continuation 
of medical service provided on an individual fee basis for those who prefer 
the present method. Cash benefits, i.e., compensation for wage-loss due to 
illness, if and when provided, should be separate and distinct from medical 
services (p. 120). 

4. The study, evaluation, and coordination of medical service [should] 
be considered important functions for every state and local community, 
agencies [should] be formed to exercise these functions, and the coordination 
of rural with urban services [should] receive special attention (p. 134). 

5. In the field of professional education: (a) The training of physicians 
[should] give increasing emphasis to the teaching of health and the preven- 
tion of disease; more effective efforts [should] be made to provide trained 
health officers; the social aspects of medical practice [should] be given greater 
attention; specialties [should] be restricted to those specially qualified; and 
postgraduate educational opportunities [should] be increased; (b) dental 
students [should] be given a broader educational background;! (c) pharma- 





1 “Minority Report Number Two,” by Herbert E. Phillips, D.D.S., and C. E. Rudolph, 
D.D.S., expresses regret that the studies of the Committee on the Costs of Medical Care 
“did not include any study of dental group-practice” (p. 185). A footnote to a paragraph 
on university medical service, in the discussion of recommendation 1 (p. 113), contained the 
following “additional statement by [the seven] committee members” in the majority group 
whose names appear at the end: . . . ““We commend the growing tendency in the prac- 
tice of dentistry toward a division of labor in which a dentist who is also a physician 
assumes larger responsibilities for the diagnosis and treatment of conditions arising from 
or related to the teeth, while much of the routine performed by the dentist in the past is 
delegated to dental hygienists and other technicians working under his direction.’— 
Morris L. Cooke, Haven Emerson, Mrs. Walter McNab Miller, Alfred Owre, William J. 
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ceutical education [should] place more stress on the pharmacist’s responsi- 
bilities and opportunities for public service; (d) nursing education [should] 
be thoroughly remoulded to provide well-educated and well-qualified regis- 
tered nurses; (e) less thoroughly trained but competent nursing aids or 
attendants [should] be provided; (f) adequate training for nurse-midwives 
[should] be provided; and (b) opportunities [should] be offered for the sys- 
tematic training of hospital and clinic administrators (p. 138). 


B. “Minority Report Number One.”’—Recommendations: Final Report, 1932; 
Section III 


1. Government competition in the practice of medicine [should] be dis- 
continued and its activities restricted (a) to the care of the indigent and of 
those patients with diseases which can be cared for only in governmental 
institutions; (b) to the promotion of public health; (c) to the support of the 
medical departments of the Army and Navy, Coast and Geodetic Survey, 
and other government services which cannot because of their nature or 
location be served by the general medical profession; and (d) to the care 
of veterans suffering from bona fide service-connected disabilities and dis- 
eases, except in the case of tuberculosis and nervous and mental diseases 
(p. 170). 

2. Government care of the indigent [should] be expanded with the ulti- 
mate object of relieving the medical profession of this burden (p. 172). 

3. Endorsement of recommendation 4 in the Majority Report, above 
(p. 172). 

4. United attempts [should] be made to restore the general practitioner 
to the central place in medical practice (p. 173). 

5. The corporate practice of medicine, financed through intermediary 
agencies, [should] be vigorously and persistently opposed as being eco- 
nomically wasteful, inimical to a continued and sustained high quality of 
medical care, or unfair exploitation of the medical profession (p. 176). 

6. Careful trial [should] be given to methods which can rightly be fitted 
into our present institutions and agencies without interfering with the funda- 
mentals of medical practice (p. 176). 





Schieffelin, John Sundwall, C.-E. A. Winslow.” Some of these statements, by this 
group of seven, have been shown to be inaccurate and misleading, and as having the 
effect of misrepresenting conditions in the practice of dentistry. Public invitations to 
correct these misstatements have not been accepted (J. Den. Res., 1933, 13, 81, Feb.; 333, 
Oct.). In a footnote to a paragraph on dental education, in the discussion of recom- 
mendation 5 (p. 141), six of the seven in this group also expressed the desire that den- 
tistry be made “a department of medicine and surgery” —“a variety of technicians and 
assistants could be [sic] trained, in shorter courses, for most of the routine work now per- 
formed in dentistry.” : 
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7. [Recommendations implied in statements of plans for the develop- 
ment, by state or county medical societies, of plans for medical care, the 
group indicating it is “not opposed to insurance, but only to the abuses and 
evils that have practically always accompanied insurance medicine.”] Any 
plan for the distribution of medical costs must have the following safe- 
guards (p. 179): 

a. It must be under the control of the medical profession. (A “Grievance 
Board” to settle disputes, having lay representation, is permissible and 
desirable.) 

b. It must guarantee not only nominal but actual free choice of physician. 

c. It must include all, or a large majority of the members of the county 
medical society. 

d. The funds must be administered on a non-profit basis. 

e. It should provide for direct payment by the patient of a certain mini- 
mum amount, the common fund providing only that portion beyond the 
patient’s means. 

f. It should make adequate provision for community care of the indigent. 

g. It must be entirely separate from any plan providing for cash benefits. 

h. It must not require certification of disability by the physician treating 
the disease or injury. 

[This group favors thorough trial of the county medical-society plan for furnishing 
complete medical care, for these reasons]: 

1. It places responsibility for the medical care of the entire community upon the 
organized physicians of the community. 

2. It places medical care under the control of the organized profession instead of in the 
hands of lay-corporations, insurance companies, etc. 

3. It places responsibility for the quality of service directly upon the organized profes- 
sion. It isin fact the only plan which guarantees quality of service and makes it the only 
basis of competition. 

4. It removes the possibility of unethical competition because it includes all the physi- 
cians of the community and fixes a fee schedule. 

5. Solicitation of patients, underbidding for contracts and other evils of the usual 
insurance plans are eliminated. 

6. Freedom of choice of physician is assured and the essential personal relationship of 
physician and patient is thereby preserved. 

7. It is the only plan which includes all classes, from the indigent to the wealthy. 

8. It is adaptable to every locality, both urban and rural. 

9. It provides for a minimum cost of administration by operating on a non-profit basis. 

10. It provides for payment, by every patient with income, of a certain minimum 
amount before the insurance is in operation. The minimum rises with the patient’s 
income. This provision alone will operate to avoid many abuses in all other types of 
insurance practice. 

11. It provides for means of certification of disability separate from the attending 
physician. 

12. Cash benefits do not form a part of the plan. 
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2. AMERICAN COLLEGE OF SURGEONS 
Report of Medical Service Board; approved by Board of Regents, June 10, 1934 


1. The American College of Surgeons affirms its interest and its desire 
to cooperate with other agencies looking toward the provision of more ade- 
quate medical service to the whole community. 

2. The College believes that it is the duty of the medical profession to 
assume leadership in this movement and to take control of all measures 
directed to this end. 

3. Encouragement should be given to the trial of new methods of practice 
designed to meet these needs, and a careful evaluation of their success should 
be the duty of the medical profession before they are offered for general 
adoption. All such new and experimental methods of practice must be 
conducted strictly in accordance with the accepted code of ethics of the 
medical profession in order that the interests of the patient and of the com- 
munity may be protected. 

4. The College recognizes for immediate study four groups of the popula- 
tion for whom more adequate medical service should be made available, as 
follows: (a) the indigent; (b) the uneducated and credulous members of the 
community; (c) those who because of limited resources are unable, unaided, 
to meet the costs of serious illness and hospitalization; (d) those living in 
remote districts where adequate medical service is not obtainable. 

5. The care of the indigent sick should be a direct obligation upon the 
community and (unless otherwise compensated by intangible benefits such 
as staff and teaching appointments, opportunity and experience) physicians 
fulfilling this public service should receive remuneration. 

6. The College should work in cooperation with other medical groups in 
order to dispel the ignorance and credulity of the public, and to bring the 
people to a proper realization of the protective and curative resources of 
modern medicine. 

7. The American College of Surgeons recognizes that the periodic pre- 
payment plan providing for the costs of medical care of illness and injury of 
individuals and of families of moderate means offers a reasonable expectation 
of providing them with more effective methods of securing adequate medical 
service. ... 

Periodic pre-payment plans providing for the costs of medical service may be divided 
into two classes: (a) payment for medical service; (b) payment for hospitalization. 
Plans for the payment of hospitalization alone (class b), without provision for payment for 
medical service, may be considered the first project to be undertaken in the average com- 
munity. 

The#American College of Surgeons believes that certain general principles can and 
should be established, the observance of which will tend to obviate known difficulties and 
dangers which may threaten the success of these special forms of medical service: 
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a. Periodic pre-payment plans for medical service should be free from the intervention 
of commercial intermediary organizations operating for profit. . . . 

b. In the interest of the patient, the organization of plans for the periodic payment of 
medical and hospital costs must be under the control of the medical profession. The 
medical profession must act in concert with the hospitals and such other allied services as 
may be involved in the individval project, together with a group of citizens representative 
of the whole community and of industry who are interested in the successful operation of 
the plan. 

c. The principle of free choice of the physician and hospital by the patient must be 
assured to the end that the responsibility of the individual physician to the individual 
patient shall always be maintained... . 

d. The compensation of the physician and of the hospital should be estimated with due 
regard to the resources available in the periodic payment fund and should be based upon 
the specific services rendered. 

e. The organization and operation of any plan of this type must be free from any 
features not in accordance with the code of ethics of the medical profession. . . . 

f. The medical organizations participating in such a plan must assume the responsi- 
bility for the quality of service rendered. 

g. Periodic pre-payment plans for medical and hospital service should eliminate many 
of the conditions which have brought about the development of industrial contract 
practice. ... (Amer. Coll. of Surg. Bull., 1934, June; reprint.) 


3. AMERICAN MEDICAL ASSOCIATION 


Report of Special Committee on resolution submitted by delegates of Michigan 
State Medical Society; recommended as “bases for conduct of any social 
experiments that may be contemplated’’ by “constituent bodies of American 
Medical Association; adopted by House of Delegates, June 12, 1934 


1. All features of medical service in any method of medical practice 
should be under the control of the medical profession. No other body or 
individual is legally or educationally equipped to exercise such control. 

2. No third party must be permitted to come between the patient and 
his physician in any medical relation. All responsibility for the character of 
medical service must be borne by the profession. 

3. Patients must have absolute freedom to choose a legally qualified 
doctor of medicine who will serve them from among all those qualified to 
practise and who are willing to give service. 

4. The method of giving the service must retain a permanent, confidential 
relation between the patient and a “family physician.” This relation must 
be the fundamental and dominating feature of any system. 

5. All medical phases of all institutions involved in the medical service 
should be under professional control, it being understood that hospital 
service and medical service should be considered separately. These institu- 
tions are but expansions of the equipment of the physician. He is the only 
one whom the laws of all nations recognize as competent to use them in 
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the delivery of service. The medical profession alone can determine the 
adequacy and character of such institutions. Their value depends on their 
operation according to medical standards. 

6. However the cost of medical service may be distributed, the imme- 
diate cost should be borne by the patient if able to pay at the time the service 
is rendered. 

7. Medical service must have no connection with any cash benefits. 

8. Any form of medical service should include within its scope all qualified 
physicians of the locality covered by its operation who wish to give service 
under the conditions established. 

9. Systems for the relief of low-income classes should be limited strictly 
to those below the “comfort-level” standard of incomes. 

10. There should be no restrictions on treatment or prescribing not formu- 
lated and enforced by the organized medical profession. (J. Amer. Med. 
Assoc., 1934, 102, 2200; June 30.) 


4. AMERICAN DENTAL ASSOCIATION 


Report of Special Committee on Dental Economics; revised by Reference Com- 
mittee; adopted by House of Delegates, August 9, 1934, in belief that, if 
legislation relating to social security should be adopted, following principles 


would “safeguard best interests of all concerned” 


1. In all conferences that may lead to the formation of a plan relative 
to this subject, there must be participation by authorized dental repre- 
sentatives. 

2. The plans should provide dental care for indigents and needy children. 

3. The plans should give careful consideration to the needs of the people, 
the obligation to the taxpayer and the interests of the profession. 

4. The plans should be flexible so as to be adaptable to local conditions. 

5. There must be complete exclusion of proprietary or profit-making 
agencies. 

6. All features of dental service in any method of dental practice shall be 
under the control of the dental profession, as no other body or individual is 
educationally equipped to exercise such control. 

7. All legally licensed dentists of a locality should be eligible to serve 
under such regulations as may be adopted. 

8. Persons eligible to such service should be free to choose their dentist 
from the list of those who have agreed to furnish service under the adopted 
regulations. 

9. Freedom of practitioners to accept or reject patients and freedom of all 
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persons, who so prefer, to obtain dental service other than that provided by 
such plans, must be assured. 

10. An adequate program should be provided for public education on the 
need of and the opportunities for dental care. (J. Amer. Den. Assoc., 
1934, 21, 1847; Oct.) 


5. AMERICAN COLLEGE OF DENTISTS 


Presidential address: convocation, August 5, 1934; recommendations relating 
to any prospective health-service plan? 


(1) Adequate health-service for all low-income groups in the population. 

(2) Limitation of the income-eligible group so that groups able to pay 
the proper fees of private practice will not be included. 

(3) Extent of services adjusted for the various age-groups, so that al- 
though adequate dental care shall be provided for all, special emphasis can 
be placed on the preventive phase for children and young adults. 

(4) Adequate compensation for health-service practitioners. 

(5) Control and operation of the plan by the health-service professions, 
with complete elimination of political interference and commercial ex- 
ploitation. 

(6) Free choice of practitioners by patients, and free choice of patients 
by practitioners. 

(7) Continuance of the private-practice system of health-service as op- 
posed to a general clinic system. 

(8) Elimination of cash payments to patients, benefits under the plan to 
be strictly limited to professional services. 

(9) Provision in the system for periodic post-graduate courses, vacations, 
and pensions for practitioners. 

(10) Maintenance of the attractiveness of health-service professions as 
careers, so that prospective practitioners possessing high coefficients of 
ability, character, intelligence, and ambition may, for the benefit of both 
the public and the professions, continue to enter and remain in the service. 

(11) Retention of the fundamental American doctrine that provides for 
rewards in compensation, prestige, and position to individuals in direct 
proportion to their ability, industriousness, conscientiousness, and personal 
attributes. To forsake this principle for regimentation would put a pre- 
mium on indolence, indifference, and inefficiency in health-service. (J. 
Amer. Coll. Den., 1934, 1, 101; Oct.) 


2 Approved in the report of the Committee on the President’s Address; the said report 
was adopted; the socio-economic views in the address were referred, by the Regents, to the 
College’s standing Committee on Socio-economics (this issue, p. 31). 
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CORRESPONDENCE AND COMMENT! 


Further comment on the status of oral surgery. “Several years ago [1930] the Dean of 
the Dental School of Columbia University, in a report to the President, favored resuscita- 
tion of the old ‘master-servant plan’ and, through its agency, the partition of dentistry 
in such a way that most of the mechanical procedures of dental practice would be rele- 
gated to uneducated technicians working under the direction of physicians. A year ago 
[1933] his ‘acting’ successor, ‘working at the other end of the line,’ reported to the President 
of the University that ‘oral surgery, of course [sic], is already recognized as a specialty of 
medical practice.’ Both official pronouncements were soon widely discussed, and their 
import generally disapproved. It was a pleasure to learn, at an informal gathering of 
Columbia men recently, that the second-proposal’s author, who is now Dean of the Medi- 
cal School, Director of the New York Post-Graduate Medical School, and Dean of the 
Dental School . . . . , apparently no longer aims to take oral surgery out of dentistry and 
to make it a specialty of medical practice, and has recently published a statement to the 
effect that dentistry and medicine, although separate ‘professions,’ should be ‘inter- 
dependent,’ and their ‘two programs’ of education, and their practice, should be ‘inte- 
grated.’ This ‘return to sanity,’ at this important center, is very gratifying. I suggest 
that the said statement by the Dean be published (. . . . will indicate its location), with 
editorial comment on its significance.”—(1). Our correspondent refers to the following 
note in the Columbia [University] Dental Review (1934, 6, 3; November), which speaks for 
itself, and which we are glad to publish [Ed.]: 

“THE DEAN’S POINT OF VIEW: Willard C. Rappleye, M.D., Dean, Columbia School of 
Dental and Oral Surgery.—A development of importance in the health field is the growing 
recognition that many of the problems of dentistry are closely related to the general health 
of the individual. Teeth are living organs which, like other organs of the body, are influ- 
enced by the general state of nutrition, metabolism, and other conditions of the body as a 
whole. While the exact mechanisms by which these influences act upon the teeth are 
not fully understood, the evidence from laboratory studies and clinical observations points 
clearly to the fact that there is a close relationship between these general factors and local 
conditions in the mouth. The influence of abnormalities and diseases of the dental struc- 
tures upon the health of the individual has been recognized for a long time. The im- 
portance of focal infections in the various chronic and metabolic disorders, and the réle 
which disturbances in the mouth have in relation to gastro-intestinal disorders, as an 
example, have been matters of observation and frequent report during recent years. 
The obvious relationship of dental conditions and the health of the individual points 
clearly to the necessity of a close cooperation between dentists and physicians, if patients 
are to receive the fullest benefit of present-day knowledge in this important field of health. 
It is equally true that the training of dental and medical students should emphasize the 
interdependence of these two more or less common fields of knowledge and the contribu- 
tions which physicians and dentists can make toward the better care of their patients. 
If this attitude can be widely developed in dental and medical education, patients will be 





1 All members of the American College of Dentists are invited to submit discussions 
for publication. Owing to present limitations of space, contributions for this depart- 
ment should be brief and direct. The terminal numerals in parenthesis are inserted for 
purposes of identification in the records of this Journal. 
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better cared for and the service rendered by these two professions will be distinctly im- 
proved. There is a real opportunity here at Columbia to integrate the two programs of 
professional education in such a way as to forward this conception and to contribute to 
a wider appreciation of the mutual responsibilities of the dental and medical professions 
in the care and treatment of the sick and in the promotion of higher standards of health 
and well being.” 

“The dentist in the medical center. Under this caption, in the issue of the Journal of the 
American Dental Association for October 1934 (p. 1812), Dr. Fred Herzberg refers to 
dental conditions in the following ‘medical centers:’ Columbia University-Presbyterian 
Hospital, New York Hospital-Cornell, Tulane, Army, Yale. He concluded that ‘den- 
tistry is playing a part, not so large nor as fittingly as it should, in the work of the medical 
centers, but nevertheless a part.’ He suggested ‘that there may be perfectly valid reasons 
[which he concedes are unknown to him]. . . . for failure to give dentistry a fitting place in 
the general scheme of the medical center.’ Alluding to deficiencies, he stated, for example, 
that in the New York Hospital-Cornell Medical School—a ‘gigantic organization’— 
there are ‘only six dental chairs and twenty-one dentists. . .. No dental interns are em- 
ployed nor is there any connection with a dental school’; at Tulane dentistry is ‘a negli- 
gible factor.’ This do-nothing policy at Cornell and Tulane is surprising because it has 
been repeatedly suggested that, at these two centers, dentistry was going to be made just 
what it should be, and called stomatology. Can it be possible that Tulane does not teach 
the use of the great ‘emetin cure for pyorrhea,’ which was based upon such foundations 
of scientific perfection as mere dentists cannot possibly establish?”—(2). 

“More dental hokum for physicians. . .. The persistence of blinding hallucinations, in 
certain dental quarters, has again been reflected—this time in an address before the New 
York Academy of Medicine by C. F. Bédecker, D.D.S. (Bull. N. Y. Acad. Med., 1934, 10; 
Sep.) from which two of many symptoms follow: ‘The teeth have been regarded until very 
recently as organs outside of the field of nutrition. As a result of such an erroneous con- 
ception, the field of dentistry has long been relegated to a group of specially trained men 
who combat the diseases of the teeth merely by reparative means’ (p. 553). Sixteen 
pages farther on: ‘In the future, the principal duty of the dentist will be, as it has been in 
the past, the repair of the ravages of dental caries and pyorrhea alveolaris. On the other 
hand, the responsibility for the prevention of dental disorders will rest on the shoulders of the 
medical profession.’ (p. 569). Ignoring many themes suggested by these remarks—in- 
cluding the iridescent master-servant plan of dental practice—when or where has any one 
ever expressed the belief that teeth do not normally develop, remain in position, and under- 
go change, both physiological and pathological, through influences that emanate from, 
and are determined by factors within, ‘the field of nutrition?’ Even enamel, which does 
not appear to be more vital than epidermis, is obviously affected by substances that 
diffuse into or from it in response to nutritional conditions. What public or professional 
service can be accomplished by such misrepresentation as that quoted above? Go over it 
again: as a result [sic] of this erroneous conception [which this intrepid speaker set out to 
correct], the field of dentistry has been relegated to men who combat diseases of the teeth 
merely [sic] by reparative means. But after getting such comment quite generally un- 
loaded ... the speaker, stating his conclusions and then conveniently ignoring the 
‘erroneous conception,’ tells the assembled physicians that the principal future duty [sic] 
of the dentist will be to continue what he has been doing inadequately as a result of the said 
erroneous conception! ... Proceeding with the belittlement of dentistry, the speaker 
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assured the assembled physicians that the responsibility [sic] for the prevention of dental 
disorders rests with the medical profession—not with the dental profession! Bédecker 
might have gone even further: why did he not arrange on the spot for an equitable ex- 
change of responsibilities, the medical profession to establish means to prevent dental 
caries; the dental profession to establish means to prevent the common cold.’’—(3). 

Definitions of “graduate” and “post-graduate.” ‘Medical schools are beginning to 
promote graduate work for the specialties of medical practice (J. Amer. Col. Den., 1934, 
1, 79, 81). In a recent discussion, at... , of the urgent need for the development of 
graduate work, to promote specialization in dental practice, and also teaching and re- 
search in dental schools, the following definitions were quoted to improve clearness in 
discussion (Report of Committee on the Definition of ‘Graduate’ and ‘Post-graduate’ 
Medical Study: Ray Lyman Wilbur, chairman; Louis B. Wilson, William Pepper; J. 
Assoc. Amer. Med. Coll., 1930, 5, p. 238): ‘Graduate medical study is that carried out in 
a university in medical subjects by graduates in medicine. It is usually under the direc- 
tion of the general graduate school, the graduate medical school, a graduate department 
of the medical school, or the school of public health or hygiene. It follows the usual 
methods of graduate study in other fields. Its chief characteristic is research, although 
much time may be devoted to advanced training in the art of medical specialties. Its 
usual minimum unit for university recognition is one year. It may lead to the granting 
of such degrees as Master of Arts or Science, Doctor of Public Health, or Doctor of Phi- 
losophy. . . . Postgraduate medical study is that ordinarily done under other than university 
direction in medical subjects by graduates in medicine. If under university direction, 
it is usually in the Extension Division. Its methods are varied, but much of it is done 
through hearing lectures and witnessing demonstrations. Its chief characteristic is 
further training in the practice of medicine. Research is not a factor. The courses are 
usually brief—from one week to six months—but may extend to one year. University 
degrees may be granted, or proper diplomas or certificates may be obtained. . . . The 
committee recognizes that the term ‘postgraduate’ is not desirable but that it is so well 
fixed by usage both in America and Europe that there seems little probability of soon 
displacing it. The committee would recommend, however, that so far as possible in the 
development of courses of this character in universities other more descriptive terms 
should be used, as for example, extension courses, review courses, special courses, short 
courses for general practitioners, clinical weeks, and so forth, instead of the term ‘post- 
graduate.’ ” —(4) 

Dental advertising versus dental education. . . . “Is it not splitting hairs to say that den- 
tal ‘advertising’ is not dental ‘education’ when the motive is to increase the number of 
patients, but that dental ‘advertising’ is dental ‘education’ when the motive is to increase 
public knowledge of the need for and the benefits of dental service? ... If I get this 
straight, the technique may be the same, but the motives make the difference! This looks 
like pretty thin soup to me”... (5). Our correspondent overlooks what many others 
fail to see: differences in motive may make “all the difference in the world.” For ex- 
ample: if our correspondent, instead of sending his letter, had shot the present writer 
with a pistol known to be loaded, and aimed and fired with intent to kill and with fatal 
effect, the act, however desirable as affecting this particular writer, would have been 
murder, because “shoot to kill” would have been the motive. But if, in the aforesaid 
fatality, our correspondent had pulled the trigger with playful intent, believing the pistol 
to be empty, the act, despite its homicidal effect, would not have been murder—the result 
would have been merely an accident, because there would have been no intent to cause 
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injury. The technique in these hypothetical instances would be exactly the same, but 
the difference in motive (to kill in one case, to play in the other) would determine all 
judgments as to the nature and significance of the acts.—[Ed.] 

“Alfred Owre’s life interest. ...The correctness of the following intimate personal 
statement in the issue of the New York Times for January 4, 1935, has apparently not 
been questioned: ‘Dr. Owre’s life interest, it was said by a member of the family and a 
close friend, was to bring the general medical and dental professions into closer relations 
and to do away with dentistry as a separately organized profession. . . .’ The historical 
import of this authentic quotation leads me to request its publication. . . .”—(6) 


EDITORIALS 


SPEAKING OF ETHICS 


The health-service professions, one of which is dentistry, have been 
brought to their present state of usefulness by a series of discoveries and 
inventions, and by the development of new technical procedures, including 
scientific interpretation. Along with this there has been the development 
of specialties and a considerable rise in institutional work. These have 
all had a decided influence, not only on the professions but likewise on the 
conduct of their members. Medicine is said to have “moved out of the 
home and the office, into the hospital and the clinic,” in a manner similar to 
the passage of the old “handcraft industry into the factory system.” Den- 
tistry is proceeding along similar lines, to the extent that the profession is 
more or less dominated by groups, each group having as its background 
some institution. In this movement, corresponding ethical change has 
been made as well. It is to this change, together with the reasons why, that 
our attention should be directed. Does this change represent an advance- 
ment? Surely none would suggest that in a changing world such change 
should not also be made, nor that we should keep in the footprints of our 
fathers in matters professional, including the moral and ethical. Regard- 
ing moral advancement, some might vouchsafe arguments to the effect that 
we have not progressed as we should. But avoiding that view, two very 
definite reasons why progress is being made, and two points in which progress 
has been made, can be indicated. 

In the first place, dentistry has passed from the field of mechanics, through 
that of art, into a scientific atmosphere. We have become, or are very 
rapidly becoming, scientific. With this new appeal to our labors, we are 
manifesting a new attitude. Science has for its prime object the search for 
truth; so have morality and religion. But through the former we are 
automatically compelled to act in accord with the laws of nature: science. 
This search for truth must be directed by honesty of purpose, and have for 
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its prime object the enlargement of human knowledge and the development 
of a service for the benefit of human kind. These ideals, developed through 
that practice and passed from teacher to taught, must of necessity raise 
ethical standards. So with dentistry—as it has become scientific in 
character, the ethical standards of the profession have been raised. Go back 
to the time in dental history when the dentist carefully guarded the secrets 
of his technical procedures, and compare that attitude with the attitude 
of today. But the chief cause of advancement lies in the fact that this 
search for truth through scientific inquiry is fascinating to the worker; 
and over a period of years he comes to love his subject, both in itself and in 
its various applications. The result is, he follows it with increased vigor; 
and as dentistry and dentists cannot be separated, he finds a better and 
closer relationship. Thus has the ethical practice of the individual pro- 
gressed, and concomitantly that of the group. The same principle obtains 
regarding his service to the public—as he has come to understand more 
fully, he is more desirous that the public shall be benefited. There may 
be, and undoubtedly are, some additional lessons to be learned from the 
science of economics, but even now they are being pressed upon us. Dis- 
coveries, inventions, new technical procedures and the use of specialties 
have forced us into new positions and new relationships. The development 
of groups associated within institutions has likewise had much to do with 
bringing about new relationships, both between members of that group and 
between groups. While we have thrown off the old unwillingness to give 
of our learning to our fellows, we have at the same time become impatient 
with them, if they have not come up to our level. We have become 
hypercritical. 

This brings us to the other reason for our advancement, which is technical, 
legal, and economic. To illustrate: We are now confronted with increase 
in our liability-insurance rates. Why this increase? The answer is, there 
are more suits and more losses. It is quite generally agreed that members of 
the profession have been careless in expressions of opinion, in willingness to 
testify against fellow practitioners, in securing available knowledge, and, 
in some cases, in technique. The result—loss to the dentist and to the 
insurance carrier, the law entering as judge—is both economical and legal. 
As a consequence, members of the profession are put on stricter guard. 
Our ethics will advance to the benefit of all concerned. The N.R.A. code 
is not without its influence. Those commercial institutions which, a few 
years ago, made a practice of allowing commissions on patients physicians 
sent to them, for filling prescriptions, can no longer do business in that way. 
It must be admitted that corrective influences, among us and those with 
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whom we deal, elevate us ethically and morally. The American Dental 
Association, at its meeting in St. Paul last August, adopted a revision of 
the code of ethics (page 32). 

The dental profession has arrived at a high pinnacle of technical and 
scientific proficiency. Here lies our chief danger. There is so much we 
know, and so much we can do, that we are liable to overlook that which we 
do not know or cannot do. The result is, an overdevelopment of self-con- 
fidence and hypercriticism. One of the most outstanding technicians of 
the dental profession stated before an open meeting: “I am through 
defending incompetent dentists.”” None will deny the dishonor in defend- 
ing the incompetent within our ranks. On the contrary, to be honest with 
those depending upon us, our own incompetents must be weeded out. 
This is another question, and one which in time may be solved. In the 
meantime, however, great care must be exercised in any effort to correct this 
condition through the lay public. Through a little financial sacrifice by 
the practitioner, much can be done to remove the cause of dissatisfaction 
for the patient. Inconsistencies are bound to appear and many mistakes 
will be made. The kindly relations among us are splendid, but this fact 
makes it difficult at times for others fully to appraise us. As an organized 
profession we are more careful and more conservative than as individuals. 
But as a group we have tried over the years to practise these precepts. Let 
us consider the past as years of apprenticeship, but in the future let us be 


truly professional gentlemen, bound by the age-old Oath of Hippocrates, 
the Decalogue, and the Golden Rule. Let us consider first the welfare of 
the patient. We cannot do more and we must not do less. 

Change is inevitable. Change, unguided, produces chaos. But change 
guided as ours has been, and is, develops order, induces vigor, and promotes 
development. We have advanced ethically as we have progressed pro- 
fessionally—J. E. G. 


DENTAL STUDENTS’ MAGAZINE 


On page 31 we note the following ad-interim action of the Board of 
Regents of the American College of Dentists: 

“2. The Commission on Journalism [of the American College of Dentists] shall com- 

municate to a dean of a dental school the recommendations of the Commission on Jour- 
nalism relating to the Dental Students’ Magazine, and suggest discussion of and action 
on this journal at meetings of the American Association of Dental Schools.” 
The recommendations of the Commission on Journalism, to which this 
action refers, are implied in the following quotation from page 160 of the 
Status of dental journalism in the United States: 1928-31 [Report (1932) of 
the Commission on Journalism of the American College of Dentists]: 
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“The Dental Students’ Magazine is owned by Students’ Magazine, Inc., a corporation 
formed to engage in the publication of magazines for students. It is published during the 
school year. A dentist is its editor. The periodical is distributed free to students of 
dentistry in the United States and Canada, to a large list of the faculty members of the 
schools, and to the graduates of the previous year. The project is obviously a commercial 
one. The periodical apparently holds out, as its prime attraction to advertisers, the fact 
that it is placed into the hands of dental students, who are prospective purchasers of 
dental equipment, etc. 

“In supplying lists of students to the publishers, the dental schools incur four risks. 
(a) The students will look upon the fact as an endorsement of proprietary journalism. 
(b) The students will receive early psychological training to expect to receive dental 
journals free of charge. (c) It detracts from the importance mentioned elsewhere in this 
report of student bodies conducting their own journals. (d) It tends to create effective 
competition for their undergraduate dental journals because without such an advertising 
medium as the Dental Students’ Magazine, reputable dental dealers, in order to present 
their claims for patronage, would advertise in the periodicals supported by the student 
bodies. 

“Dental school faculties have no control over either the literary, editorial, or adver- 
tising policies of any proprietary journal, distribution of which is permitted or encouraged 
throughout the student body. Faculty encouragement and assistance given to such 
periodicals is not conducive to the establishment of a sound professional outlook for their 
students.” 

On page 37 of this issue we publish the Report of the Committee on 
Dental Literature of the American Association of Dental Editors, at the 
annual meeting in St. Paul last August. The report contains this comment: 

“We have noted with particular satisfaction the quickening of interest among journals 
conducted by the students in various dental schools. . . . These journals, representing the 
insight, idealism, courage, and professional purpose of a coming generation of dental 
editors, should receive hearty support from the schools and alumni they represent. . . . 
These journals have exceptional opportunities to foster the cumulative development of 
experience and ability in dental journalism, and also a leadership that will seek to serve 
the public causes of a profession rather than the private interests of a trade-house.” 
After approving the report containing this comment, the American Associa- 
tion of Dental Editors adopted the following resolution containing the view 
just quoted [omitted below]: 

“Resolved: That this Association commends, to the special consideration of the dental 
profession, the journals that are conducted by the students in dental schools. .. . Re- 
solved, further, that copies of this resolution be sent to each dental-student periodical, 
and also to the deans of all dental schools in Canada and the United States, for presenta- 
tion to each faculty and to each student-body.” 

The Dental Students’ Magazine is obviously published primarily to make 
money for its owners. The private-profit motive is unobjectionable in 
many accredited relationships, but it is reprehensible in many others. The 
exploitation of dental students for private profit is particularly unworthy 
and intolerable, whether by proprietary schools, by commercial universities, 
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by proprietary journals, or by any agency that seeks selfish advantage at 
the expense of dentistry as a service and as a profession. Dental students 
should be protected against such influences, not deliberately or indifferently 
exposed to them. We wonder how long the faculties of dental schools are 
going to welcome the influence of the proprietary Dental Students’ Magazine. 
If such a commercial publication serves any useful professional purpose, 
would it not be better for the dental students, in a national convention of 
their representatives, to take suitable steps to create a magazine that would 
be conducted by and for dental students? We believe, however, that such 
a magazine, for dental students collectively, is unnecessary and undesirable, 
and, like the Dental Students’ Magazine, also would detract from the useful- 
ness and support of the periodicals published by student bodies and alumni 
of the individual dental schools. On pp. 31-32 of this issue the following 
notes on ad-interim actions of the Board of Regents of the American Col- 
lege of Dentists present additional signs of the desire of dentists generally 
to encourage dental students to control their own literature and to repel 
all intrusions of proprietary interests: 

“3. The [American] College [of Dentists] shall directly encourage the development of 


dental-student publications.” 
“9. The Committee [of the American College of Dentists] on Editorial Medal Award 


has been authorized to designate annually, beginning in 1936, the best editorial in dental- 
student publications during the preceding year, for the award by the College of a silver 
replica of its gold medal for the best editorial in non-proprietary journals in general.” 
We commend the facts in this situation, for discussion and appropriate 
action, to the American Association of Dental Schools, to the faculties of 
the dental schools, to the student bodies in the dental schools, and to the 


editors of non-proprietary dental journals. 





























INTERNATIONAL ASSOCIATION FOR DENTAL RESEARCH 







Inquiries about the International Association for Dental Research, by 
a number of correspondents since the publication of the brief editorial on 
the Association in our issue for April 1934, indicate that the nature, work, 
and usefulness of this important organization are not well known to a major- 
ity of American dentists. This condition appears to be due to the facts 
that the Association’s activities, which are restricted to the promotion of 
dental research, have been publicly unobtrusive, and that dental journals 
collectively have failed to comment on the achievements of the Association 
and on the significance of its proceedings. This inattention is understand- 
able in the case of the trade-house journals, for there are no financial 
attractions in the affairs of this Association. But the non-proprietary 
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journals as a group have also been content to ignore the activities of the 
Research Association, despite the fact that journals of this type should 
easily discern the significance of altruistic endeavors to advance dental 
science and recurrently inform their readers about such efforts. We are 
glad to give publicity to the following general facts about this Association. 

The International Association for Dental Research, which was organized in New York 
City, December 10, 1920, is now composed of 360 members. The most active contributors 
to the progress of dental research are among them. The membership is grouped in eight 
national divisions containing a total of twenty-six intra-national sections, as follows (the 
numerals indicating years in which organization occurred): Austria: Vienna, 1929. 
Canada: Halifax, 1928; Toronto, 1921; Winnipeg, 1930. China: Chengtu, 1934. Cuzecho- 
slovakia: Prague, 1932. England: London, 1931. Hungary: Budapest, 1934. South 
Africa: Johannesburg, 1934. United States: Ann Arbor, 1923; Baltimore, 1933; Boston, 
1920; Chicago, 1920; Cleveland, 1930; Columbus, 1932; Louisville, 1932; Minnesota, 1928; 
New Haven, 1930; New York, 1920; Philadelphia, 1928; Pittsburgh, 1928; Richmond, 
1933; Rochester, 1933; San Francisco, 1924; St. Louis, 1928; Washington (D.C.), 1931. 
The Association’s aims include the primary purpose to provide meetings for the assistance 
and encouragement of persons engaged in dental research. Young workers, in their 
initial efforts, are given special cooperation. The Association does not censor, direct, or 
attempt to control dental research. As a spiritual union of autonomous groups, it is 
animated by the humanitarian scientific purpose—worthy of the best men in alJ nations— 
to stimulate progress in dental research for the advancement of dental knowledge, and for 
the perfection of practical procedures, so that the quality of oral health-service everywhere 
may be cumulatively improved. The constitution prohibits financial-profit relationships 
between the Association as a body on one side, and individuals or organizations on the 
other. The Association is not conducted, directly or indirectly, by or for trade houses or 
for any other commercial interests. 

General meetings of the Association, held at least once a year, are devoted primarily to 
the presentatiori and discussion of papers on research by members and guests. The next 
(thirteenth) annual meeting will be held at the Stevens Hotel, Chicago, March 16-17, 1935, 
in coordination there with the annual meeting of the American Association of Dental 
Schools, March 18-20. This arrangement of annual meetings brings the associations of 
teachers and investigators into close scientific and educational cooperation. A recent 
circular announcement, to the members and to all who may be interested, indicates that 
visitors may participate freely in all the sessions of the Association; that “papers on research 
may be presented by colleagues who are not yet members of the Association, and also by 
non-dental workers in related fields; [and that] reports may be made in person or by title, 
abstracts of all to be included in the official proceedings,” which are published annually in 
the Journal of Dental Research. Thus the issue of that Journal for June, 1934, which we 
cite as an illustration of the nature and accessibility of the Association’s records, con- 
sisted wholly of the proceedings of the Association at its twelfth general meeting in 
March, 1934—a total of 90 pages devoted to a presidential address, abstracts of 110 scien- 
tific reports by 100 workers, and an abstract of executive proceedings. Sections meet 
when, where, and as they choose, and conduct their meetings and all their local affairs in 
their own way. A standing schedule of sectional meetings is published on page 3 of the 
covers of current issues of the Journal of Dental Research, which is owned and published by 
the Association under the direction of a Board of Editors, in which each section is repre- 
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sented by one elective delegate. A Council, consisting of one elective representative of 
each section, serves as the Association’s general ad interim executive authority. The work of 
the Council, between general meetings, is conducted by correspondence. 

Any person who has conducted and published a meritorious original investigation in 
dental science or art, or in any of the sciences or arts contributory to oral health-service, is 
eligible to membership. Nominations for membership in the Association are presented to 
the Council on the official form prescribed for that purpose. Nominees, to be elected, must 
be reported by the Council as eligible. Election to membership in the Association can 
occur at general meetings only. Members may organize a division in any nation and 
sections in any division. Sections are established only when a sufficient number of 
members apply to the Association to be accredited as such. Members of the Association 
logically become members of the sections in the centers in which they reside, but sectional 
membership is wholly voluntary. Members of the Association are primarily members of 
the Association, and only secondarily and incidentally members of sections. Withdrawal 
from membership in a section has no effect on membership in the Association. A section 
may independently, and on its own rules relating to eligibility, elect associate members of 
the section, but such sectional associates are not members of the Association. Usually 
associate members of sections, after conducting additional research, are elected to mem- 
bership in the Association. The amount of dues payable annually to the Association is 
$1.00. Members of sections pay their dues to the sectional treasurers for transmission to 
the General Treasurer. Sectional dues (if any in addition to the Association dues) vary 
with local conditions. Members of the Association who may not enroll as members of 
sections pay their annual dues directly to the Treasurer of the Association. All general 
meetings having thus far been held in North America, there has been an annual remission 
of the dues of all members who do not reside in the United States or Canada. A surplus of 
nearly $1100 in the treasury at the end of the year 1932-33—then the Association’s total 
accumulation—was converted into a permanent endowment fund, from the income of 
which there has not as yet been any expenditure. This fund, invested in U. S. Govern- 
ment Bonds, is now approximately $1150. The accumulation of this fund, on resources 
as slender as annual dues of $1.00, was made possible by the facts that all officers serve 
without remuneration; clerical assistance and office facilities since 1927 were supplied free 
of charge by the Biochemical Department of Columbia University; and the General 
Secretary (1927-33) paid all the remaining expenses of his office, and of the distribution of 
reprints of the Proceedings, as a gift to the Association. Since July 1, 1933, clerical 
assistance for the General Secretary has been provided from a grant to Columbia Univer- 
sity by the American College of Dentists. These facts exemplify the spirit of disinterested 
public service that animates this Association. A list of the chief officials (1934-35) is 
appended: 

GENERAL OFFICERS. HONORARY: Vice-presidents—Jan Jesensky, Prague; Hermann 
Wolf, Vienna; Evelyn Sprawson, London. active: President—J. L. T. Appleton, Jr., 
University of Pennsylvania. President-elect—Theodore B. Beust, University of Louis- 
ville. Vice-president—William G. Skillen, Northwestern University. Treasurer—Bissell 
B. Palmer, Fifth Avenue Hospital (N. Y.). Secretary—William J. Gies, Columbia Uni- 
versity. Trustees (3) of the Endowment Fund—The Treasurer, Arthur D. Black, Russell 
W. Bunting. 

SECTIONAL REPRESENTATIVES. COUNCIL: Ann Arbor, U. G. Rickert; Baltimore, M. S. 
Aisenberg; Boston, L. M. S. Miner; Budapest, Josef Szabo; Chengtu, R. Gordon Agnew; 
Chicago, V. T. Nylander; Cleveland, T. J. Hill; Columbus, P. C. Kitchin; Halifax, G. K. 
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Thomson; Johannesburg, Geoffrey Friel; London, Evelyn Sprawson; Louisville, T. B. 
Beust; Minnesota, C. J. Grove; New Haven, A. W. Crosby; New York, L. M. Waugh; 
Philadelphia, T. J. Cook; Pittsburgh, H. E. Friesell; Prague, Friedrich Neumann; Rich- 
mond, Harry Bear; Rochester, H. J. Sedwick; San Francisco, J. A. Marshall; St. Louis, G. B. 
Winter; Toronto, A. J. McDonagh; Vienna, Balint Orban; Washington, Wilmer Souder; 
Winnipeg, H. J. Merkeley. 

BOARD OF EDITORS OF THE JOURNAL OF DENTAL RESEARCH: Ann Arbor, U. G. Rickert; 
Baltimore, A. H. Schultz; Boston, P. E. Boyle; Budapest, Joseph Szabo; Chengtu, R. Gordon 
Agnew; Chicago, E. H. Hatton; Cleveland, S. W. Chase; Columbus, R. D. McFarland; 
Halifax, S. G. Ritchie; Johannesburg, J. C. M. Shaw; London, Evelyn Sprawson; Louis- 
ville, T. B. Beust; Minnesota, W. D. Armstrong; New Haven, S. S. Arnim; New York, 
Theodor Rosebury; Philadelphia, Mrs. C. K. Bryant; Pittsburgh, L. E. Van Kirk; Prague, 
Jan Jesensky; Richmond, J. C. Forbes; Rochester, H. C. Hodge; San Francisco, J. A. 
Marshall; St. Louis, R. C. Wheeler; Toronto, A. J. McDonagh; Vienna, Bernhard Gottlieb; 
Washington, H. E. Harvey; Winnipeg, E.R. Bier. Additional members of the Board: A.D. 
Black, R. W. Bunting, W. J. Gies, P. C. Kitchin, B. B. Palmer. 

We have received a copy of a circular request that a notice of the next 
meeting of the Association (Stevens Hotel, Chicago, March 16-17) be pub- 
lished, including the statement that all who may be interested are invited 
to attend. We suggest that representatives of non-proprietary dental 
journals accept this invitation, and then inform their readers about the work 


the Association is doing. 


DENTAL EDUCATIONAL COUNCIL 


On page 1 we present the proceedings of the notable celebration, by the 
American College of Dentists, of the twenty-fifth anniversary of the estab- 
lishment of the Dental Educational Council of America. The Council, 
throughout its entire career, has been a constructive force and a beneficent 
influence in dental education, and should be given the support and facilities 
its continuing responsibilities and opportunities require. A “tabulation of 
enrolment of students in the dental schools of the United States as of 
October 15, 1934, as issued by the Dental Educational Council as Table 1 
of the Council’s Dental Student Register” and reprinted on page 56, illus- 
trates one of the phases of the Council’s current activities. The “Dental 
Student Register,” as annually compiled by the Council in a series of tables 
that are distributed to the schools and to all others concerned, for their 
information and assistance, presents a detailed statistical analysis affecting 
many criteria of judgment relating to the schools, the students, and asso- 
ciated conditions. Thus, in the illustrative table on page 56, we find not 
only the details relating to the enrolment of students in each class and group, 
in each dental school in the United States as of the date of issue, but also 
such significant information as the following: the enrolment of undergradu- 
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ate dental students has decreased, from 1928-29 to 1934-35, in these groups: 
total number, from 8200 to 7175 (7160 in 1933-34) ; women, 77 to 67; Negroes, 
213 to 63. The total enrolment of Negroes in the two schools for colored 
students is only 48—-Howard having 26; Meharry, 22. The enrolment has 
increased is a number of groups, as follows: dental hygienists, 292 to 303 
(decrease from 377 in 1931-32); graduate students, 35 (in 1931-32) to 66; 
post-graduate students, 37 to94. There is urgent need for an inquiry into, and 
action on, the causes of the persistent decrease in the number of under- 
graduate students, during a period when the enrolment of students in 
the schools in other professions and fields is increasing. 


FREEDOM OF THE PRESS 


“Give me but the freedom of the press and I will give to the minister a corrupt and venal 
house of peers....’ Those are the words which administration-baiting Robert McCor- 
mick has proudly nailed to the masthead of his potent Chicago Tribune and which are 
found on the lips of professional journalists more often than they used to be. To the 
members of the Dental Editors Club, national organization of editors of dental magazines, 
national, local and specialized, however, the question of actual freedom of their profes- 
sional press was not very disturbing [sic] when they held their annual meeting in connec- 
tion with the A.D.A. convention two months ago” [St. Paul, August, 1934]. 

The foregoing quotation, from an editorial note on page 22 of the issue 
of Dental Survey for October 1934, is a typical display of journalistic irre- 
sponsibility. The allusion to the Dental Editors Club misleads the unin- 
formed reader into supposing that the Dental Editors Club is a professionally 
accredited organization of the editors of all or of most of the dental journals. 
Was this unintentional? Was it only an oversight that there is no intima- 
tion that the Dental Editors Club, in which Dental Survey is represented, is 
a proponent of proprietary interests in dental journalism? To pose as an 
alert defender of the “freedom of the press” looks like valor, but in this 
instance is merely mock heroics; yet the pose helps to distract attention 
from the ignoble purpose to make as much money as possible out of fellow 
dentists. To say that the words, “freedom of the press,” are “found on the 
lips of professional journalists more often than they used to be,” clearly 
voices the pretense that freedom to exploit a profession and freedom of the 
press are the same. Dental Survey is one of the group of dental publications 
which, being proprietary, are ineligible for representation in the American 
Association of Dental Editors. In this respect, Dental Survey is like a pro- 
prietary dental school in 1923 when the American Association of Dental 
Schools was organized, the few schools of that kind then remaining having 
been made ineligible for admission to membership. We attended the annual 
meeting of the American Association of Dental Editors (St. Paul, Aug. 4, 
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1934) and believe that, there, only one kind of freedom was challenged— 
the freedom of journals, having professional implications and obligations, to 
publish advertisements intended deceitfully to persuade as many dentists 
as possible to buy and use products that are useless or harmful. We regard 
this kind of freedom as something that honest men neither want nor exercise. 
An ethical dentist will never take advantage of the ignorance or confidence 
of a patient. Can it be honorable for a dentist to share the profits or selfish 
benefits of a dental journal that takes advantage of the credulity or reliance 
of fellow dentists? It would be quite as absurd to say that proprietary 
dental schools in their day protected “academic freedom”’ as it is to pretend 
that proprietary dental journals now promote “freedom of the press.” 
There is no more need or justification for proprietary dental journals than 
for proprietary dental schools. The best interests of the public and of the 
dental profession required the discontinuance of proprietary dental schools; 
the same public and professional interests would be advanced by the elimina- 
tion of proprietary control of dental journals. Dentists who help to give 
proprietary dental journals “face value’’ are guilty of public and professional 
disservice. To such dentists we recommend a careful and reflective reading 
of the paragraph on professional loyalty and patriotism in the code of ethics 
of the American Dental Association, on page 36 of this issue. A profession 
cannot be true to itself if, in its policies and procedures, it does not give 
principles precedence over profits. A profession cannot condone irresponsi- 
ble journalism conducted in its name without accepting responsibility for 
the acts of such journalism. Dental Survey is an instrument of commer- 
cialism in dental affairs, and as such is detrimental to the normal evolution 
of the dental profession. Influences on the health-service professions, such 
as Dental Survey exerts, have recently been deplored by one of the most 
eminent and highly respected surgeons, in the following significant protest 
(italic not in original): 

“Time was when the doctor would have lost caste if he commercialized a secret remedy, 
the method of preparing a useful drug, a piece of apparatus or a surgicalinstrument. Now 
that the barrier has been broken and a university here and there has come to engage in the 
marketing of such products, there is danger that the tendency may spread and that the 
profession’s long-accepted standards of humanism may come to be lowered. In the past, 
vast fortunes have been made for quacks and charlatans by the sale through advertising of 
worthless patent medicines, and the temptation must be great in these hard times for those 
who have discovered, let us say, some potent tissue extract that proves to be of a high 
medicinal value. Should it become a universal custom, however, and Medicine thereby 
become commercialized, she may well hang her head for her lost altruism. . . . ’’—Harvey 
Cushing, M.D.: presidential address, History of Science Society, Washington, Dec. 28, 
1934; Science, 1935, 81, 142; Feb. 8. 

The steady trend against commercialistic intrusions into affairs from 
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which selfishness should be rigorously excluded is illustrated, further, by 
the following statement on some conditions mentioned in the foregoing 


comment by Dr. Cushing: 

“University of Pennsylvania prohibits patenting discoveries. A rule prohibiting any 
employee of the University of Pennsylvania from profiting by any inventions or discoveries 
affecting public health or welfare has been passed by the Executive Board, it was announced 
on December 9 by the president, Thomas S. Gates. ‘Although it never has been the 
policy of any one officially connected with the University to patent for profit any inven- 
tions or discoveries in the medical field, there never has been a rule against doing so. . . . 
The University,’ said Mr. Gates, ‘believes it to be its public duty and the duty of all those 
in its service not to take advantage of any opportunity for profit from any invention or 
discovery affecting the public health which had its origin in medical research here.’”— 
Diplomate, 1935, 7, 37; Jan. 


NOTES 


American Association of Dental Editors. “Over forty editors and supporters of non- 
proprietary dental journals met in an enthusiastic session at the Lowry Hotel, St. Paul, 
Minn., on August 4th. It is difficult to report this meeting without lapsing into the use 
of seemingly extravagant superlatives. Certainly the group was moved by an extra- 
ordinary spirit of optimism and enthusiastic purpose. Those present were the very 
flower of dentistry, both in their personal accomplishments and in their vision 2f the 
future development of the profession; and in their union was felt a new strength and 
guarantee of success in the movement to erase unethical standards and practices in dental 
publications The American Association of Dental Editors knows that the dentists 
of the United States, in all their thousands, are in solid agreement that trade-house 
influence should not, and shall not, deminate the profession. Let the Bests and the 
Ryans continue to announce their so-called mission to work independently of professional 
associations! Let them claim their own high virtues and purposes! The profession has 
judged and spoken adversely. Trade-interest domination is not eliminated merely by 
denying that it exists, and all the world knows that 2 proprietary journal must and does 
serve as a medium of pure commercial, business, money-making advertisement. 
day of dentists editing or writing for commercial journals is over. The good of the profes- 
sion demands the elimination of this practice as a failure in true professional and ethical 
spirit.” . . . —Editorial: A pollonian, 1934, 9, 279; Oct. 

Clean-tooth debate. “Compare, reflect:” “.... We are of the opinion that both sides won 
their case The crux of the debate was quite succinctly summarized by Dr. McCollum, 
when he offered the suggestion that the slogan that ‘A clean tooth will not decay’ might more 
appropriately be rephrased to read; ‘A clean tooth with perfection of structure, well exercised, 
and well nourished will not decay,’ and with this we think all are in absolute accord.” — 
Editorial: “The clean tooth debate,” Dental Cosmos, 1934, 76, 895; Aug. The well- 
turned phrase is properly a tool of art. Art loses nothing, but gains much, by suggestion 
and implication rather than complete statement. A bold stroke of the brush, a smooth 
spontaneous flow of the pen, carries the beholder swiftly into accord by its graceful felicity, 
the better if the details of its progress are obscure. Herein, in overwhelming degree, 
science differs: art succeeds in proportion as it stirs the feelings to an emotional end; 
science succeeds insofar as it proceeds unemotionally toward and attains objective demon- 
stration. The phrase above, which Dental Cosmos commends as epitomizing “the clean 
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tooth debate,” may be a work of art, as perhaps may be said of the debate itself and the 
slogan from which it sprang; but such matters can never be a part of science. The quoted 
slogan is a well-turned phrase: to attempt to establish its status as truth by harangue is 
light comedy; and to summarize the proceedings with another well-turned phrase is to 
reduce the play to farce. Consider, in regard to the phrase at issue, these questions: To 
what extent might different definitions of the word “clean” modify its meaning? What is 
the balance of evidence on the concept that “perfection of [tooth] structure” prevents 
caries? What variety of dental calisthenics acts prophylactically against caries? And 
what does anyone really know about the “nourishment” of the tooth and its relationship 
to caries?p—Theodor Rosebury. 

“Resolution on the recognition of specialties for certification by the American Medical 
Association.—W hereas, The specialties of gastro-enterology and proctology are recog- 
nized by the American Medical Association by an active section of the Association; and 
whereas, nearly 2,000 Fellows of the Association are limiting their practices to either 
proctology or gastro-enterology; and whereas, the primary thought behind the certifica- 
tion of specialties is the protection of the public against those who are setting themselves 
up as specialists in these specialties; and whereas, there should be an official and authentic 
check up and regulation of those Fellows who are practising these specialties; and whereas, 
the omission of these two specialties from the list of specialties now recognized for certifi- 
cation by the Council on Medical Education and Hospitals will impede the efforts of 
ethical specialists in these fields of medicine in their battle against quacks, charlatans 
and irregulars who are holding themselves up as specialists; be it resolved, that the special- 
ties of gastro-enterology and proctology as now recognized by the established section 
on these specialties be added to the list of specialties in medicine and surgery to be recog- 
nized for certification by the Council on Medical Education and Hospitals of the Ameri- 
can Medical Association.”—J. Am. Med. Assoc., 1934, 102, 2198; June 30. Adopted: 
Tbid., p. 2202. e 

Dentistry an independent profession. ‘There seems to be a queer twist in the mental 
make up of some people whereby it contributes greatly to their happiness to make others 
think as they do, or at least to persist in attempts to do so. There seems to be a small 
group obsessed by the idea that the dental profession should be made a part of the medical 
profession and dominated by it both as to training and practice. This group is clever, 
persistent, and sometimes not overly scrupulous in the things they are willing to do to 
further their desires. The great majority of dentists are proud of the progress that has 
been made in dental science and instinctively feel that it is a natural and distinct division 
of health service and that it can best meet the problems of the future by retaining its 
independence.” —Editorial: Minneapolis Dist. Den. J., 1934, 17, 26; Sept. 

Professional advertisement. “The necessity for avoidance of self-laudation or self- 
advertisement arises from the danger that medical men may sink to the level of the 
charlatan who cries his wares against a rival in the public market. Here and there it is 
necessary to treat most severely some gross breach of the ethical code as to advertising 
or publicity. More frequently it is sufficient to call the attention of the supposed offender 
to the absolute need for unrelenting vigilance against the wiles of the public press, and 
especially to the need for the most rigid possible interpretation of the rule that it is un- 
professional to procure patients, even by indirection, through solicitors or agents of any 
kind. ‘The most worthy and effective advertisement possible . . . is the establishment 
of a well merited reputation for professional ability and fidelity ...the outcome of 
character and conduct.’””—Crisp: Amer. J. Ophthal., 1934, 17, 969; Oct. 
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I. AN EXAMINATION OF CONFLICTING SOCIAL PHILOSOPHIES? 
MAURICE WILLIAM, D.D.S., F.A.C.D. 
New York City 


An explorer who had recently returned from the arctic regions was 
telling his friends something about the habits of the natives in that 


part of the world. “How do they spend their time during the closed 
season,” he was asked. ‘‘Well,” said the returned traveler, “some of 
the time they sit and think, but most of the time they just sit.” The 
past five years have been the closed season for the natives of our own 
country including, of course, the health-service professions. We have 
had plenty of time to sit and think, and plenty of time to just sit. 
The progress of our professions will be the measure of our capacity to 


1 Proceedings of a joint meeting of the New York Academy of Dentistry and the New 
York Section of the American College of Dentists, City Club, New York, Dec. 13, 1934. 
The papers by Drs. William and Palmer, and the opening discussion by Dr. Marshall, are 
presented in full; the remaining discussions have been abstracted. By agreement with 
this Journal, abstracts of these proceedings were published in the Journal of the New York 
Academy of Dentistry: 1935, 2, 1; Mar. 

? The author, in objecting to purposes to control health-service, refers only to that type of 
selfish control by the health-service professions that would subordinate the health interests 
of the consumer (patient) to the financial interests of the producer (practitioner). The 
author does not include, in his criticism, the truly professional aim to control health-service 
in order responsibly to keep that service at its best in the primary interest of the patient, 
for such disinterested control, which is an exalted humanitarian obligation, could not be 
maintained by any leadership or direction that did not possess, and unselfishly use, the 
expert knowledge, skill, wisdom, and judgment which only the health-service professions, 
by education and from experience, are competent to provide.—[Ed.] 
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think, and to think straight. Progress has little meaning and even less 
reward for those who just sit. Since none of us would resent the 
charge that he is a profound thinker, let us attempt to recall some of 
the deep thoughts that flitted across our minds during the past five 
years and to note what bearing, if any, these thoughts may have had 
on the subject we are considering this evening. 

I dare say that one of the problems about which we should like to 
stop thinking is the depression. But it persists in remaining in the 
foreground of our minds to the exclusion of more pleasant subjects. 
We recall that the depression is world-wide. No nation has escaped 
its visitation. No stratum in society remained free from its baneful 
influence. We ask ourselves: “What is a depression?” and the answer 
comes back that a depression is but an unpleasant reminder that man 
has met with a temporary set-back in his effort to make secure his 
earthly existence. This is no new experience. The struggle for 
existence is man’s eternal problem. 

All sorts of social philosophies have been evolved, each claiming 
superiority over all competitors as regards speed and efficiency in re- 
moving all obstacles that impede man’s progress. Since there are 
about two billion humans struggling to retain a foot-hold upon the 
globe’s surface, would you be over-much surprised if I were to suggest 
that unanimity is yet to be attained as to the social philosophy which 
would prove most useful to man’s purpose to conquer his environment? 
Social philosophies are but tools; they come and they go, but man goes 
on forever. Among the outstanding social philosophies from which 
modern man can make his choice are democracy, communism, social- 
ism, fascism, nazism. It should be emphasized that all these social 
philosophies agree in their ultimate objective, which is to assist man to 
solve his problem of existence. Where they differ, and differ violently, 
is in the method proposed as the most effective means of attaining the 
goal. The outstanding phenomenon of contemporary history is the 
simultaneous attempt in different parts of the world to apply diametri- 
cally opposite methods of attaining a common goal. All civil wars of 
modern times—in Russia, Italy, Germany, Austria, China, and Spain 
—are but expressions of the final and bloody form which differences 
over methods can ultimately take. These are some of the reasons why 
the methods advocated by a given social philosophy assume great prac- 
tical importance. 
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The methods of democracy, upon which our own government is 
founded, have stood the test of over a century and a half. These 
methods command the loyal support of the overwhelming majority of 
the American people. Russian communism is a product of the great 
war. ‘The practical tests to which its methods have been submitted 
are a little over seventeen years old and have yet to prove their worth. 
The American people are not opposed to Russia’s attempt to test the 
merits of the methods advocated by the social philosophy upon which 
communism is based. But they will most emphatically resent any 
attempt to impose the methods of communism on this country. And 
this holds true not only for the entire communist program, but also for 
any part thereof. It is therefore safe to assume that any proposal which 
can be traced to the communist philosophy will be rejected by the 
American people. This determined policy of the American people is 
a double-edged sword fraught with grave danger to those who may 
least suspect it. 

Would it not be strange indeed if, out of the unprecedented world 
upheaval of recent years, with its heritage of new and strange social 
philosophies, the health-service professions had escaped their in- 
fluence? The radical changes now so forcefully advocated, both 
within and without the professions, are rather lively reminders that 
health service cannot escape the influence of the conflicting social 
philosophies of our times. Let us examine some of the practical dem- 
onstrations of the operation of this conflict within the health-service 
professions. An outstanding example is the reception accorded to the 
report of the Committee on the Costs of Medical Care. It seems that 
the one major point upon which the opposing groups can wholly agree 
is that they disagree. The American Medical Association assumed the 
leadership of the attacking forces. It soon made the startling dis- 
covery that the report was based on un-American principles. This 
discovery cleared the ground for action. A patriotic duty now de- 
volved upon the American Medical Association to protect the Ameri- 
can people against this new danger. In an effort to discharge its 
obligation to its fellow-citizens, the American Medical Association 
published an editorial in the issue of its official Journal for December, 
1932, warning the American people of the menacing social philosophy 
upon which the report of the Committee on the Costs of Medical Care 
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is based. The people were apprised that the Committee’s recom- 
mendations are but the practical application of the principles of 
“socialism, communism—inciting to revolution;” and because it is 
“socialism, communism—inciting to revolution,” the American Med- 
ical Association asked the American people to reject the report of the 
Committee on the Costs of Medical Care. 

Sensing that mere denunciation, however thunderous, could hardly 
meet the unusual situation created by the publication of the Com- 
mittee’s report, the House of Delegates of the American Medical 
Association adopted a platform consisting of ten planks, which has 
been offered to the American people as a suitable substitute for the 
report of the Committee on the Costs of Medical Care. I read from 
some of the planks: “‘All features of medical service in any method of 
medical practice should be under the control of the medical profession. 
... All responsibility for the character of medical service must be born 
by the profession. . . . All medical phases of all institutions involved 
in the medical service should be under professional control....” The 
entire platform seems to be founded upon the fundamental principle 
officially proclaimed by the American Medical Association that “medi- 
cine has a right to control its own affairs.” To protect through or- 
ganized effort the interests of the members of the medical profession 
appears to be its main objective. At this point it is imperative that 
we determine to which of the numerous conflicting social philosophies 
the position of the American Medical Association conforms. Is it 
anti-communist? Is it pro-communist? Is it anti-socialist? Is it 
pro-socialist? Does it conform to, or is it in conflict with, the funda- 
mental principles of American democracy? These basic questions 
cannot be answered without some understanding of the social philoso- 
phies upon which communism, socialism, and democracy are founded. 
Both modern communism and modern socialism are based upon the 
social philosophy formulated by Karl Marx. Both direct their appeal 
to producers. Both aim to organize the producers along class lines in 
order to promote their interest as a class. Nikolai Lenin, famous 
Russian disciple of Karl Marx, and founder of Bolshevist Russia, star- 
tled the world with the challenging slogan: “All power to the workers! 
All power to the Soviets!” Eugene V. Debs, four-times socialist- 
party candidate for President of the United States, subscribed to the 
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same social philosophy. Debs appealed to the producers to take over 
the control of American industry on the ground that “the working class 
alone made the tools, the working class alone can use them, and the 
working class must therefore own them. This is the revolutionary 
demand of the socialist movement.” 

Where is the distinction between the social philosophy of the Ameri- 
can Medical Association, with its demand that “all features of medical 
service. . . should be under the control of the medical profession,”’ and 
the communist philosophy with its demand for “all power to the 
workers! All power to the Soviets!’ If there is a distinction, I con- 
fess I have not been able to discover it. Both are based on class 
interests. Both appeal to producers. Both aim to control their 
means of production. Both stand on the principle of the dictatorship 
of the minority as producers, against the majority as consumers. 
Both are opposed to democratic control. Both are anti-social and 
both are doomed to fail. From the foregoing, it may be seen that it 
is not the Committee on the Costs of Medical Care, but the American 
Medical Association, which takes its stand on the principles of com- 
munism. The Committee report is rooted in democratic principles; 
in social, not class principles; in principles that aim to promote the best 
interests of all the people including, of course, all the members of all 
the health-service professions. How could it be otherwise? No 
program calculated to extend the benefits of the health-service pro- 
fessions to all the people could fail to advance the interests of those 
through whom such service is rendered. 

The health-service professions must set an example of a high sense of 
social responsibility. It is but a truism to say that the health of the 
people is the people’s concern. I, for one, hope to see the day when the 
sense of social responsibility of the health-service professions will be so 
highly developed that maintenance of the health of the American 
people will be their major concern. But this much-to-be-desired ideal 
can be attained only through a clearer understanding of the part each 
of us plays in organized society. All who are gainfully employed play 
a dual réle in society—producers and consumers. As producers, 
others command our services; as consumers, we command the services 
of others. As producers, we render a single service; as consumers, we 
command innumerable services. As producers, we have common 
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interests only with those who render the same type of service; 2s con- 
sumers, we have common interests with every other human being. 
As producers, we are a powerless minority; as consumers, we are part 
of an invincible majority. Because of the multiplicity of our consumer 
needs, our interests as consumers are paramount to our interests as 
producers. We do not live to work; we work to live. 

In view of these inescapable truths, is it not the height of folly to 
invite a test of strength between our own producer power, expressed in 
terms of health-service professions, against the overwhelming majority 
of consumers? Let us observe where such folly must lead. It implies 
that the minority can dictate to the majority. It implies that the 
public exists for the health-service professions, and not the health- 
service professions for the public. It implies that the servants of 
society can claim the right to be the masters of society. Be it ever 
remembered that it is the citizen, in his capacity as consumer, who is 
the master in society. He employs everybody. As fellow citizens, 
we are the peers of every other American citizen. It is high time that 
we, as Americans, should recognize the dignity and the privileges of 
citizenship. When exercising the functions of citizenship, we serve 
our interests as consumers, in common with every other consumer. 
Such are the traditional methods of American democracy. In 
Bolshevist Russia, the entire picture is reversed. The producer is now 
the master over the entire Russian people. The minority dictates to 
the majority—the so-called dictatorship of the proletariat. The 
health-service professions of America are at the cross-roads. Which 
will they choose? The methods typical of Russia, or the methods 
typical of America? 

Nothing that Russia has accomplished can make us lose faith in 
American ideals. We must work out our problems in our own way, 
and by methods that conform to American traditions. Instead of 
resenting the report of the Committee on the Costs of Medical Care, 
as a threat to the health-service professions, we should try to obtain a 
clearer understanding of the conditions that brought the Committee 
into being. Let us forget our so-called rights long enough to recall 
our responsibilities to the American people. Our rights as professions 
are derived from the people. If one hundred percent of the American 
people received proper health-service, one hundred percent of the 
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members of the health-service professions would be fully employed, 
rendering that service. Under conditions prevailing today only a 
small proportion of the American people receive adequate health- 
service, with the inevitable corollary that only a small proportion of 
the health-service professions are gainfully employed. Could there 
be need for more convincing proof of the common interests between the 
health-service professions and the American people? A gain for one 
is a gain for both, and the reverse is also true. Instead of opposing 
such socially-minded efforts as that of the Committee on the Costs of 
Medical Care, we should, on the contrary, stimulate and support 
every study that aims to bring the health-service professions and the 
American people closer together to their mutual advantage. 

Upon no section of the American people rests a more sacred re- 
sponsibility for the preservation of our nation than upon the health- 
service professions. The health of the nation is its first line of defense. 
Man-power is paramount to armies and navies. These are useless 
without virile manhood behind them. The General Staff is ever 
watchful to maintain, io the point of highest efficiency, our agencies 
for national defence. The health-service professions can do no less. 
Healthy manhood is not only the best defence against external aggres- 
sion, but is the most effective means of preventing systemic disease. 
Thus a dual responsibility rests upon the health-service professions. 
We must not fail our nation. The economic ills of the health-service 
professions are traceable to the fact that they have failed to take the 
American people into their confidence. The knowledge they have 
acquired has to a very large extent been kept from the American 
people. This has resulted in physical disaster to the people and eco- 
nomic disaster to the health-service professions. Let us be honest 
with ourselves. The blame is ours, and no amount of heat can alter 
the facts. We need light, not heat. We need leadership which recog- 
nizes duty above self-interest. We need vision which recognizes that 
those gain most who serve best. We lack such leadership and have 
been compelled to pay the price. 

Today the health-service professions find themselves in the anoma- 
lous position of blocking, rather than of promoting, the American 
people’s efforts to preserve their well-being. All such efforts serve 
merely to expose the anti-social character of our leadership. It cannot 
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succeed. It must not succeed. The American people are merely 
doing what the health-service professions failed to do. They have 
taken over the task of protecting their own health. When the Ameri- 
can people assume powers in their own interests, to oppose such as- 
sumption is to be destroyed. Such is the teaching of history. I am 
not ready to admit that the general membership of the health-service 
professions is correctly interpreted to the American people by the 
anti-social character of its leadership. Members of the health- 
service professions are trained to serve. They will not long tolerate 
leadership that places its own interests above the welfare of the people. 
The day is fast approaching which will see the health-service profes- 
sions in the forefront of the fight to bring to all the American people 
the beneficent ministrations of these professions. Then, and only 
then, will the health-service professions receive recognition as worthy 
social agencies striving to promote the well-being of the American 
people. 

I have made an attempt to trace, in the barest outline, the opera- 
tions of conflicting social philosophies. This conflict has been largely 
responsible for the turmoil and the misery from which the entire world 
has been, and still is, suffering since the great war. I have tried to 
show how blind leadership is attempting, by means of this conflict, to 
inject the class-war between the health-service professions and the 
public they serve. If I sense the spirit which motivates the vast 
majority of the members of the health-service professions, I may safely 
predict that they will find a way to rebuke and to repudiate a reaction- 
ary leadership which seeks to place the health-service professions in a 
false and anti-social relation toward their own fellow citizens. 


II. THe ADEQUATE HEALTH-SERVICE MOVEMENT 
BISSELL B. PALMER, D.D.S., F.A.C.D. 
New York City 


In order to consider effectively the problem of adequate health- 
service, it is essential that the terminology usually employed in dis- 
cussion of the subject be understood and correctly interpreted. Much 
of the current confusion in debating the subject is due to the loose use 
of words and phrases. Thus, the emotional use of such terms as 
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“socialization,” and “state” and “panel” medicine and dentistry, has 
led to prejudice in many quarters against even an academic consid- 
eration of basic conditions underlying the present movement to pro- 
vide adequate health-care for the entire population. The following 
medico-dental socio-economic definitions, according with accredited 
usage, are presented to establish a basis for further discussion: Produc- 
tion is the process of providing health-services by a practitioner. 
Consumption is the utilization of the health-services of practitioners 
by the public. Distribution is the system or agency through which 
the consumer receives the product (health-service). In state medicine 
the government, the distributor, takes full charge of providing health- 
services to the public, the consumer; and, for the purpose, employs 
practitioners, who are the producers. By health-insurance is meant the 
establishment of a fund through pre-payment so that the insured may 
subsequently receive health-service paid for from the funds so set up. 
Health-insurance may be either voluntary or compulsory in type. In 
the latter system, legislation makes it mandatory for all employees 
receiving less than a specified annual income to become insured. 
“Panel medicine” and “panel dentistry” do not describe distinct sys- 
tems of providing health-care, but instead are used loosely to designate 
but one method of distribution of patients, generally under an insur- 
ance system. Primarily, the “panel” consists of a list of practitioners 
who have expressed willingness to participate in a plan of providing 
health-services under an insurance system. The term has also been 
used to refer to lists:-of patients allotted to such practitioners. The 
clinic system is the antithesis of the private-practice system of health- 
service. It is practised in some of the socialized European countries, 
especially in Soviet Russia, and consists of groups of practitioners 
working under supervision, in public clinics. The philosophy under- 
lying such a system is mass production of services, with sharply re- 
duced operating costs passed on to the patients, principally at the 
expense of the practitioners. If the foregoing terms are used in the 
sense in which they have been defined, befogging of the issues which 
so often occurs in discussion of the socio-economics of health-service 
may be avoided. 

Let us turn to a consideration of the question itself. First, it would 
seem appropriate to take our problem apart and examine it. It is 
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clear that we are not dealing with a simple sociological theory. On 
the contrary, the complexities of the problem, coupled with the 
necessity for its prompt and effective solution, concern all who give 
serious thought to it. Two main considerations are involved in the 
situation. The first is the necessity for developing a supplementary 
system that will provide adequate health-service for the low-income 
group of the population economically unable to pay equitable fees for 
such services under the private-practice system. There are those who 
believe that the present demand for this supplemental system is merely 
a phenomenon of passing importance, and a natural aftermath of the 
current depression. This group also believes or hopes that, with the 
passing of the present economic crisis, the agitation for a broadened 
health-service will soon subside. 

It is generally agreed among sociologists and public-health au- 
thorities that in 1928 only 10 percent of the number of American 
families—those having annual incomes above $5,000—could afford to 
pay the total costs of illness; that 40 percent, composed of families 
having annual incomes between $2,000 and $5,000, could pay only 
part of the costs; while 50 percent of the families—which subsisted on 
total incomes of less than $2,000—could not segregate surplus funds, 
above and beyond essential living expenses, sufficient to defray any 
appreciable portion of the expenses of illness. In 1932, as a result of 
the economic earthquake that had shaken the nation to its founda- 
tions, family incomes, grossly inadequate in health-service purchasing 
power in our prosperous days, depreciated shockingly. A study of 
the incomes of 15,000 wage-earning families has been made by the 
U. S. Public Health Service in collaboration with the Milbank Me- 
morial Fund. Figures available for 7500 of these families, in eight 
well separated localities, present some striking contrasts: 

“Tn 1929 the average annual income of this group of urban wage-earning 
families was approximately $1,700; only a third had incomes of less than 
$1,200. In 1932 these same families had an average income of only $900; 
three-fourths of them had less than $1,200, about one-fifth were actually 
on relief, and many others had no means of support. If income per capita 
is used as a more accurate measure of family standard of living, we find that 
in 1929, 13 percent of the persons surveyed were in families with an annual 
per capita income of less than $150; by 1932, 51 percent of theindividuals 
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were in this class. On the other side of the picture, 37 percent of the 
persons were in families with an annual per capita income of $425 or more 
in 1929, but by 1932 this figure had decreased to less than 10 percent.’ 
These facts indicate impressively what has happened to the wage 
earners during the depression. When it is recalled that in our bounti- 
ful days of 1928, 50 percent of American families could not pay illness 
costs, we must deplore current conditions which, although probably 
somewhat improved over 1932, are still close enough to the depression 
lows to leave the general picture unaltered. It would seem to be 
obvious that, even under the most prosperous conditions, it is a very 
real problem to provide adequate health-care for the low-income 
groups; and that, when prosperity is replaced by adversity, the con- 
dition changes from bad to desperate. 

The other phase of our problem has to do with adequate remunera- 
tion of those who minister to the health-needs of the population. 
Physicians, dentists, nurses, pharmacists, laboratory technicians, and 
hospital personnel are included in this group. Most of these practi- 
tioners must prepare for their services by a broad preliminary quali- 
fying education. This entails sacrifice of normal earnings during 
a period in which expenditures are incurred for ordinary living costs 
in addition to those for education. Professional-training courses have 
become exceedingly protracted. In addition to four years of high 
school, medical schools require from two to four, and dental schools 
from one to three, years of pre-professional college work for admission 
to the professional school. Four years are then required to obtain a 
medical or dental degree, after which it is necessary for many medical 
graduates to intern in a hospital for at least another year. If one 
wishes to specialize, the trend is now toward certification after addi- 
tional costly years of graduate education. The physician or dentist 
must then establish his office, purchase his expensive instruments and 
apparatus, and hope to earn a living while ministering to the health- 
needs of the community. Pharmacists, nurses, and other health- 
service practitioners must similarly prepare themselves for public 
service by reservation of important periods of time and investment of 
considerable money for education and training. In any field of human 


3 Sydenstricker: Sickness and the new poor, Survey Graphic, 1934, 23, 160. 
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endeavor requiring sacrifice of extensive normal earning period, and 
expenditure of large sums for qualifying education and training, one 
would expect that the ultimate remuneration would balance the pre- 
liminary sacrifices. That this does not apply in health-service careers 
is strikingly shown by statistical data that have been compiled on the 
subject. 

At this point let us see just what remuneration health-service 
practitioners may expect after passing through the extensive and 
expensive qualifying period. In 1929, a fool’s-paradise year of high 
incomes and free spending, when we talked of “a chicken in every pot” 
and “two cars for every family,” 18 percent of all physicians in private 
practice received net incomes of less than $1,500; 33 percent received 
less than $2,500; and more physicians were in the $3,000—$4,000 in- 
come-group than in any other. For every dentist who received a net 
income of $10,000 in 1929, there were four who received less than 
$2,500. Graduate nurses on private duty averaged about $1,300 
annually. In the period since 1929 an economic holocaust has devas- 
tated the United States, with results that have been so universally 
disastrous that reiteration of details would be but a cruel reminder of 
the misfortunes that have involved almost the entire population. An 
informal investigation of a group of typical medium- and high-income 
practitioners in New York City indicates that the net incomes of 
physicians and dentists have depreciated from 50 to 80 percent during 
the past four years, despite heavy reductions in office expenses. The 
practitioners in the lower-income brackets have suffered to the maxi- 
mum degree, for they have been caught in the economic cross-fire of 
impoverished patients on one side, and the competition of low-fee 
institutional clinics on the other. It is thus evident that the health- 
service system in the United States provides the public inadequately 
with services, and the practitioners insufficiently with incomes. 

In any discussion of the problem as a whole we must not lose sight 
of the reasons for the existence of the health-service professions. 
Primarily, we are public-health agencies. We assumed this privilege 
and obligation when we accepted, of our state legislatures, statutory 
regulation to prevent others than licensees from practising the pro- 
fessions. State licenses to practise are granted only on conditions 
that the health-service professions helped to formulate. In limiting 
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the right to practise to those who meet specified requirements, as we 
wish each state to do, we become the only groups in the state com- 
petent and legally qualified to minister expertly to the public health. 
At present, there being no other groups to which the public or the 
government can turn for a progressive program of health-service, we 
find ourselves in a position of tremendous responsibility. We cannot 
become passive in our public-service functions. We must be con- 
stantly alert to the implications of changing social and economic con- 
ditions, and prepared to modify the health-service system to meet 
altered needs and broader concepts. 

The problem of providing adequate health-care is not a new one. 
Starting in Europe in the middle of the last century, guilds and mu- 
tual-benefit associations attempted to solve the problem through co- 
operative agencies. From this beginning the movement to create 
adequate health-care has spread over nearly the entire world. Health- 
insurance, in various forms, has been the method most commonly 
employed in efforts to provide adequate health-care. Today, over 
forty of the principal nations have some form of health-insurance in 
operation, The insurance systems vary greatly. Some are quite 
effective for the countries in which they operate, while others are but 
footballs of political expediency and patronage, or serve as oppor- 
tunities for exploitation of the public and the professions by commer- 
cial groups. The more pernicious systems have created chaotic con- 
ditions in health-service and have demoralized practitioners. It must 
be understood, then, that the term “health-insurance”’ is but descrip- 
tive of a system of distributing the costs of health-service, and that as 
such it may carry with it important advantages or demoralizing 
influences. A study of the various systems now in operation indicates 
that no present system of health-insurance could be transplanted 
in toto to the United States and be workable under conditions and 
standards existing in this country. There is one condition, however, 
that must not be overlooked in our scrutiny of European experiences 
in health-insurance. It is that most of the inadequacies, injustices, 
and hazards of European health-insurance projects have been due to 
the blindness of the professions to obvious trends; their stubborness 
in refusing to codperate in drawing up the original health-insurance 
plans; and their belligerent attitude toward social agencies and legis- 
lators who sought professional advice and collaboration in the situa- 
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tion. In every nation in which health-insurance has been proposed, 
and in which the professional leadership has been obtuse and insensi- 
tive to current trends, health-insurance legislation has been enacted 
despite that indifference or opposition. The unsympathetic or com- 
bative attitudes of the professions in such instances have always re- 
sulted in most unhappy aftermaths. The public and the legislators, 
thus antagonized, seldom subsequently granted the professions any 
part in drawing up insurance legislation. In consequence, the po- 
litical motive predominated, the health-service essentials were for- 
gotten, and the interests of physicians and dentists received but scant 
consideration in the legislation, which in some cases was so poorly 
formulated as to become a menace to public health. In such in- 
stances, years of effort, large assessments on members of the profes- 
sions for legislative-lobby funds, and a complete rebuilding of public 
esteem, subsequently became necessary to modify the faulty legisla- 
tion. Among collateral evils arising from a combative position of the 
professions against demands for the provision of more adequate health- 
care have been (a) depreciation of the quality of service to the public; 
(b) lowering of the status of, and respect for, the health-service pro- 
fessions; (c) inadequate compensation for practitioners; (d) injection 
of commercial or political control of the health-services, with a con- 
comitant lowering of the legal restrictions against non-graduate 
practitioners. The resultant competitive-fee wars between graduate 
and non-graduate practitioners tend to pauperize, and always impair 
the public usefulness of, the professions. 

When we speak of “social legislation” we refer to legislation having 
for its purpose the bettering and safeguarding of working and living 
conditions for great masses of the population. Those in favor of such 
progressive legislation do not necessarily embrace socialism as a 
political doctrine, nor is it logical to label such advocates “socialists” 
or “communists.” The proof of this statement is found in the ever 
increasing number of prominent and wealthy industrialists who are 
giving of their energies and monies to the advancement of various 
movements for social security. We have a democratic form of govern- 
ment and a profit-economy system in this country, and yet of a total 
of twenty-three planks of the platform of the Socialist party, in 1912, 
the essentials of twenty-one have been included in laws in this country. 
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Social security is fundamentally not a political doctrine, but a humani- 
tarian concept. In the United States for the past twenty-five years, or 
more, there has been a definite and unmistakable trend toward social 
legislation. It will not be necessary to review these legislative enact- 
ments, for they are familiar to everyone. There has been steady prog- 
ress in improving and safeguarding, by legislative enactment, both 
the working and living conditions of the underprivileged portion of 
the population. 

Although students of social progress and security have long viewed 
adequate health-care as an essential, intensive attention was not given 
to the problem in the United States before 1927. In that year, the 
Committee on the Costs of Medical Care was organized. This body 
made a five-year study costing three-quarters of a million dollars. An 
exhaustive survey was made of the health-needs of the population, the 
extent of the health-services available, the financial ability of the 
population to secure those services, and the principal facts relating to 
the incomes of practitioners. The studies of the Committee were 
widely applauded, but a divergence of opinion developed regarding its 
conclusions. The Committee presented a majority and two principal 
minority reports, and their publication in 1932 was followed by ex- 
tremely partisan debate. In brief, the majority report recommended 
(a) that the cost of medical care be met by a health-insurance system; 
(b) that a voluntary system of health-insurance should precede and 
serve as an experimental laboratory for an ultimate compulsory sys- 
tem; (c) that the group system should be largely depended upon for 
medical service, through community medical centers; (d) that the 
burden of care of the indigent be assumed by the government. The 
principal minority report did not directly approve an insurance system 
of medicine, but outlined a series of safeguards that must surround 
“any plan for the distribution of medical costs.” It maintained that 
the group-practice system advocated by the majority was imprac- 
ticable and visionary; and that, if an insurance system should be set 
up in this country, it would be logical to adopt the compulsory type. 
A second minority report, presented by two dental members of the 
Committee, advocated distribution of the costs of medical care “over 
groups rather than individuals,” if applied in a manner to “maintain 
professional standards of service.” It maintained that compulsory 
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insurance under professional control would obviate the evils associated 
with certain forms of voluntary insurance, and that the greatest 
safeguard for the professions would be effected by “vigorous initiative 
on the part of the professions themselves.” The official organ of the 
American Medical Association vehemently disagreed with the findings 
presented in the majority report, and endorsed the conclusions of the 
principal minority report. The dental profession protested against 
certain misstatements of fact and unsound conclusions on vital dental 
questions in the majority report, and wide-spread discussion followed. 
If the Committee on the Costs of Medical Care contributed no other 
service, its appointment and labors were justified by its success in 
thus attracting the attention of the entire medical, dental, and soci- 
ological worlds to the importance of the problem of providing adequate 
health-service. 

In 1930, the Regents of the American College of Dentists, impressed 
by the social potentialities in the economic debacle, sensitive to the 
obvious long-term social trends, concerned over the reports concerning 
European experiences with health-insurance, and believing that there 
is strength and protection in knowledge, committed the College to a 
study of the health-insurance situation in Europe requiring an ex- 
penditure of $16,000. The results of the study were published in 1932 
in a book entitled “The Way of Health Insurance,” which should be 
read and studied by everyone in any way interested in the future of 
the health-service professions. From the time of the publication of 
this book, and of the report of the Committee on the Costs of Medical 
Care, in 1932, the movement for adequate health-care has gathered 
a momentum that has astonished the reactionary leaders of the health- 
service professions, and has undoubtedly been a pleasant surprise to 
those leaders of the movement who had settled down for a prolonged 
campaign to achieve their objectives. Many factors have combined 
to shorten this natural evolutionary period, most of them being re- 
lated to the depression. The three most important have been (1) 
the decreasing income of the group already incapable of meeting illness 
costs; (2) the demoralizing reduction of professional incomes; and 
(3) the resultant general focusing of thought and study on the many 
common social and economic problems involved in the situation. 
During the past few years state, county, and district medical and 
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dental societies, stung to action by these developments, have tried to 
meet the problem by instituting a variety of experimental plans. 
Some of these undertakings were centered around the Federal Emer- 
gency Relief Administration; others were related to the Civil Works 
Administration projects; others were independent of government 
activities. The high points of some of the most important of these 
plans will be briefly presented. 

The Michigan Plan, sponsored by the Michigan State Medical 
Society, resulted from an intensive study of conditions among indus- 
trial workers and professional practitioners in the state of Michigan. 
The plan is known as Mutual Health Service. It provides for the 
establishment of a voluntary insurance system under administration 
of an executive board composed of representatives of industry, labor, 
and the professions, with the latter in the majority. Payments of 
premiums are shared by industry and labor. Professional and hos- 
pital remuneration is by the per-capita system. A broad health- 
service is planned for the insured. In addition to professional re- 
muneration, there is provision for postgraduate courses and vacations 
for practitioners. The plan has been adopted in principle by the 


Michigan State Medical Society, but is currently being held in 
abeyance pending national developments in the study of health- 


insurance. 

The Wayne County Plan [Michigan] is another attempt to solve 
the double problem. Essentially it is a system of central-bureau dis- 
tribution of patients to private practitioners, at reduced fees that the 
patients can pay in instalments, over a twelve-month period. Patients 
are referred from factories, by social-service agencies, and by prac- 
titioners. The planisin operation. Its sponsors claim it is successful 
and popular with all concerned. Inasmuch as during the first nine 
months of its operation, services were rendered for only about 1300 
patients in a county population of about 1,200,000, it would seem, 
however, that, in the broad sense, the plan is not providing adequate 
health-care. 

The plan of the Chicago Dental Society has been given wide pub- 
licity. Known as the Industrial Diagnostic Service, it is primarily a 
method of procuring patients for dentists. Dental services are ren- 
dered at reduced fees. The system of distribution of patients is 
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essentially as follows: An examination-team, consisting of one or two 
dentists, with an assistant and a technician, visits an industrial plant. 
After delivering what is called a “dental-health talk” and distributing 
literature about care of the teeth, an x-ray examination is made of all 
the employees. The x-ray films are processed and returned to the 
factory. A clinical examination is then made by the examiner. At 
the same time, the dentist explains the “necessity for immediate dental 
service,” and permission is asked of the workers to allow the roentgeno- 
grams to be sent to their dentists. Each worker’s dentist is then 
written to and urged to telephone to the patient to arrange an appoint- 
ment. Ifthe patient has no dentist, he is advised to seek recommenda- 
tion ofone. While the planseems to have increased the expenditures for 
dental services to a degree, and to have provided a group of industrial 
employees with dental services at lower-than-usual costs, it is obvious 
that successful operation of the system calls for a degree of salesman- 
ship that does not contribute to the prestige of either the Society or 
the profession. The Society, in procuring patients by the method, is 
seemingly resorting to the old advertising dental-parlor technique of 
“free examination” after which an attempt is made to sell the patient 

-a “contract.” This plan, however, like all the others that resort to 
the sales practices of trade to correct the economic difficulties of 
professions, is foredoomed to the disrespect it merits. If through such 
professionally unsound practices, dentistry should be judged to be a 
group of skilled artisans and not a health-service profession, and 
treated accordingly in the changes that lie directly before us, only our 
astigmatic leadership will be to blame. 

On November 26, 1934, the Board of Directors of the First District 
Dental Society of New York adopted the Chicago Plan in principle, 
and appointed a committee to work out the details. With the two 
largest component societies of the American Dental Association com- 
mitted to such a system of soliciting patients, one fears for the future 
of the profession. It has been said that “politics makes strange bed- 
fellows.” It may be stated with equal truth that economics makes 
strange professional ethics. The First District Dental Society, in 
collaboration with the New York Tuberculosis and Health Association, 
launched a low-fee dental-service project in October 1932. Under the 
plan, industrial corporations and other low-wage employee centers 
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are approached with requests for codperation, and accredited em- 
ployees within certain maximum-income groups are certified as eligible 
to receive the low-fee services. Patients are distributed by a central 
bureau through a roster of dentists. This plan, like the others, has 
failed to reach the great mass of population requiring dental services. 
The Society’s recent adoption of the Chicago Plan seems to signify 
that its earlier plan has not been effective in solving ‘ae economic 
problem of the dentists. 

These and numerous other plans have been projected by professional 
organizations in various parts of the country in an effort to meet, in 
some way, the difficulties of the current situation. While undoubtedly 
related primarily to professional economic difficulties, most of these 
projects are also related to the movement to provide adequate health- 
service. Various philanthropic foundations have played an extremely 
active and important réle in the movement. The Pollak Foundation 
for Economic Research and its Director, Dr. William T. Foster, one 
of the signers of the majority report of the Committee on the Costs of 
Medical Care, have published numerous pamphlets of information. 
The Julius Rosenwald Fund has made important contributions to the 
study of problems related to the public health. Its Director of 
Medical Service, Dr. Michael M. Davis, has been an ardent proponent 
of adequate health-care for many years.‘ The Milbank Memorial 
Fund has financed several health studies; and Mr. Edgar Syden- 
stricker, Director of Research, and Dr. I. S. Falk, Research Associate, 
of this Fund, have been prolific contributors to the literature of the 
subject. The Twentieth Century Fund has appropriated large sums 
to finance numerous surveys in the field of medical economics. Dr. 
Nathan Sinai, recently appointed Public Health Consultant to this 
Fund, has been a most active collector of data on matters related to 
the public health. His mission to Europe with Mr. Simons, in June 
1930, for the American College of Dentists, resulted in the publication 
of the authoritative book on health-insurance conditions in Europe, 


‘During the writer’s incumbency of the office of President of the New York Academy 
of Dentistry, it was his pleasure to call upon Dr. Davis, in November 1926, to open the 
formal discussion of a paperon “the relation of the dental profession to the public health,” 
presented by Dr. Louis I. Harris, then Commissioner of Health of New York City. 
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to which I alluded earlier in this paper.5 His subsequent European 
survey, in January 1934, for the Michigan State Medical Society and 
the American College of Dentists, established the existence of in- 
accuracies in published reports of the American Medical Association 
on health-insurance conditions in England. Dr. Sinai is an Honorary 
Fellow of the American College of Dentists. On several occasions 
he has demonstrated his devotion to the interests of the dental pro- 
fession. 

Philanthropic foundations have been rather severely criticized for 
what has been characterized as their “intrusion” into these medical 
provinces. The prophecy is hazarded, however, that in the years to 
come, when the perspective is clearer, the health-service professions 
will become highly grateful to these foundations for their current 
services. They have spent many millions of dollars in studying prob- 
lems related to the public health. They have focused attention 
sharply on the fact that American health-service, although the finest 
in the world in quality, is entirely inadequate when measured by the 
needs of the whole population. The foundations have studied the 
gross and net incomes of practitioners, and have publicly taken the 
position that the group as a whole is inadequately compensated. 
The professions should be thankful that the foundations, respected for 
their disinterestedness, for devotion to ideals, and for a scientific ap- 
proach to problems of providing adequate health-care, have been 
placed in an important strategic position. Today these foundations 
are functioning as an effective line of defense between the professions 
and the radical elements that would convert the health-service pro- 
fessions into politically dominated institutions, and practitioners into 
regimented vassals of a state system. 

Reactionary groups in the professions, evidently jarred out of focus 
by some of the unfortunate health-insurance experiences of the pro- 
fessions in Europe, have failed to visualize several important factors. 
They have not recognized that the defective insurance systems, in 
some countries in Europe, were formulated, as a result of indifference 
or lack of vision of professional leaders, by legal and political, rather 
than by medical minds. Professional leadership must be alert and 


5 Simons and Sinai: The way of health insurance, pp. 215; University of Chicago 
Press, April 1932. 
® Sinai: Medical and dental economics, J. Amer. Col. Den., 1934, 1, 114. 
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sensitive to changing social and economic trends, and must keep the 
professions in step with such changes. While all matters pertaining 
to methods of practice and application of the principles of health- 
service are directly and solely the responsibility of the professions, it 
must not be forgotten that problems of distribution of services and 
their costs are also the concern of the public and of individuals, groups, 
and organizations dedicating their efforts to the public welfare. This 
is particularly true when the public is inadequately serviced and the 
professions are insufficiently remunerated. It is but another example 
of “starvation in the midst of plenty,” for we have a lack of adequate 
health-care in a nation in which practitioners are suffering from the 
financial inability of 50 percent of the families to pay private-practice 
fees for health-services. 

The Regents of the American College of Surgeons, at their annual 
convocation in June 1934, adopted resolutions endorsing the principle 
of health-insurance. The American Medical Association vigorously 
criticized the College for publicly expressing its views on the subject, 
and belabored it for appearing to speak for the medical profession. 
The American Medical Association, at its annual meeting later in 
June 1934, adopted a series of principles that were formulated to pro- 
tect the public and the profession in any health-insurance develop- 
ment that might ensue. The American Dental Association, which 
tends to follow closely the example of the American Medical Associa- 
tion, adopted a series of principles at the annual meeting in August 
1934. Although editorially the Journal of the American Dental 
Association has been reactionary on the subject of adequate health- 
care, probably the dental profession in general is more progressive. 

In May, 1934, President Roosevelt committed his administration 
to inclusion of health-insurance in the program for social security. 
In June 1934 it was announced that a cabinet Committee on Economic 
Security had been appointed by the President under the chairmanship 
of the Secretary of Labor. The Committee, having undertaken com- 
prehensive studies of the various aspects of the problem of social 
security, appointed technical experts to assist in the work. Mr. 
Edgar Sydenstricker and Dr. I. S. Falk of the Milbank Memorial 
Fund were named to study the question of adequate health-care. 
In the issue of the Journal of the American Medical Association 
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for August 25, 1934, appeared an editorial complaining that the 
Federal Government was evidently proceeding to study health- 
insurance without the assistance of the American Medical Asso- 
ciation. Later, Dr. R. G. Leland and Mr. A. M. Simons of the 
Bureau of Economics of the American Medical Association, and 
Drs. Michael M. Davis and Nathan Sinai, were appointed associates 
on the technical staff. 

In September 1934, the American Association for Social Security 
distributed copies of a tentative draft of a model health-insurance law. 
It is believed that this bill, after re-drafting, will be introduced in the 
legislatures of many states in 1935. The bill as originally written was 
considered fundamentally unsound by many well-informed persons, 
the four principal deficiencies being (a) provision of cash benefits with 
health-services; (b) injection of political patronage into health-service; 
(c) a complicated system of administration; and (d) entirely inade- 
quate provision of dental service. At the annual convocation of the 
American Federation of Labor, in October 1934, two important 
actions were taken bearing on health-insurance: the first was the 
adoption of a resolution authorizing a study of health-insurance by 
the Executive Council; the second was the adoption of the Report of 
the Executive Council which contained the following important 
statement: “The problem of medical care should be separated from the 
financial problem of cash benefits to compensate for loss of earnings and 
should be considered in connection with adequate provisions for 
medical care for all of society.” In October 1934, Secretary of Labor 
Perkins announced the appointment of a group of leading industrial 
and labor representatives as the Advisory Council to the Committee 
on Economic Security. Simultaneously advisory committees were 
also appointed in medicine, dentistry, public health and hospitals. 
In the issue of the Journal of the American Medical Association for 
November 10, 1934, an editorial referred with evident satisfaction 
to the appointment of officials of the Association to the Medical 
Advisory Committee of President Roosevelt’s Committee on Economic 
Security. 

The Round Table Conference, called by President Roosevelt’s 
cabinet Committee on Economic Security in Washington on November 
14, 1934, was a most significant development. The meeting was 
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attended by about four hundred prominent industrialists, sociologists, 
economists, health-service practitioners, and labor representatives. 
One session was devoted to the problem of adequate health-care. 
Addresses were delivered by prominent representatives of the medical 
profession and by others in the field. Wide publicity was accorded 
the general conference. It was the consensus of opinion that a com- 
prehensive program on the old age, unemployment and health-in- 
surance phases of social security would be developed by the adminis- 
tration, with the assistance of various advisory groups. Later the 
President, in addressing the conference, indicated that he would 
advocate unemployment insurance legislation at the coming session 
of Congress (January 1935), but that action on old age and health- 
insurance might be delayed. On November 15, 16, and 17, 1934, the 
first meetings of the Medical and Dental Advisory Committees were 
held. The conferences were conducted by the technical staff of the 
Committee on Economic Security; various problems concerning 
adequate medical and dental care were discussed, and a basis was laid 
for further consideration of the subject. 

On November 20, 1934, at a joint conference of a special committee 
of the American Medical Association, and the Ad Interim Committee 
and Economic Committee of the American Dental Association, the 
following resolution, prepared by the latter committee, was adopted 
by the Ad Interim Committee of the American Dental Association: 
“The American Dental Association is opposed to the enactment of 
legislation along the lines of so-called compulsory health-insurance 
until the health professions are thoroughly satisfied that the interests 
of the public and the professions are properly safeguarded.” It is 
my opinion that these officials of the American Dental Association 
have seriously erred in judgment in adopting the foregoing resolution. 
It seems unfortunate that these officials have apparently learned noth- 
ing from the mistakes of the professions in Europe. A combative 
resolution on health-insurance at this time will gain nothing for either 
the professions or the public, and is particularly illogical before the 
provisions of an American plan of health-insurance are known. It 
is, of course, of the utmost importance that dentistry should co- 
operate whole-heartecly with medicine in approaching our mutual 
problems. On the other hand, the dental profession is an autonomous 
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body, must stand on its own feet, and make its own decisions. Cer- 
tainly as an intelligent profession we should avoid arbitrary commit- 
ments on academic questions, and should remain open-minded and 
willing to examine any proposed method to correct present deficiencies 
in the health-service system. 

When the Committee on Economic Security finishes its studies and 
deliberations, it will report its findings to the President, who will then 
decide whether to recommend congressional action. Regardless of 
whether Congress will be asked to legislate health-insurance at its 
coming session, it seems certain that health-insurance bills will be in- 
troduced in various state legislatures during 1935. 

This brings our review of the movement for adequate health-care 
up to the present time (December 1934). Through the dense fog re- 
sulting from the meeting of many currents of cold logic and of hot 
emotionalism in the discussions of the problem, a few definite conclu- 
sions stand out. After having given careful study to the question I 
am convinced that only through an equitable, carefully planned 
health-insurance system as a supplement to the present private-prac- 
tice system, can the problem of providing adequate health-service for 
all the population be met, and adequate remuneration assured for all 
health-service practitioners. Health-insurance is not without its 
hazards for both the public and the professions, however. Therefore, 
my endorsement of such a supplemental system is contingent on (1) 
eliminating from it such factors as have proven detrimental in Euro- 
pean systems, and (2) including in it such provisions as will insure 
successful operation of health-insurance under American conditions 
and standards. For these purposes, it is my opinion that the follow- 
ing provisions should be included in any American health-insurance 
system: 

(1) Adequate health-service for all low-income groups in the popu- 
lation. 

(2) Maintenance of quality of service by placing responsibility for 
the quality on local professional organizations. 

(3) Limitation of the income-eligible group so that those able to pay 
proper fees of private practice will not be included. 

(4) Extent of services adjusted for various age-groups, so that al- 
though adequate dental care shall be provided for all, special em- 
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phasis will be placed on the preventive phases for children and 

young adults. 

(5) Sufficient flexibility to permit services, beyond the minimum 
fixed as adequate, for those of the insured who are economically 
capable of expending additional funds for such purposes. 

(6) Adequate remuneration for all health-service practitioners. 

(7) Control and operation of the plan by the health-service profes- 
sions, with complete elimination of political interference and 
commercial exploitation. 

(8) Free choice of practitioners by patients, and free choice of pa- 
tients by practitioners. 

(9) Continuance of private practice of health-service as opposed to a 
general clinic procedure. 

(10) Elimination of cash payments to patients, benefits under health- 
insurance to be strictly limited to professional services. 

(11) Provision for periodic post-graduate courses, vacations, and pen- 
sions for practitioners. 

(12) Maintenance of the attractiveness of health-service professions 
as careers, so that prospective practitioners possessing high coef- 
ficients of ability, character, intelligence, and ambition may, for 
the benefit of both the public and the professions, continue to 
enter and remain in the service. 

(13) Retention of the fundamental American doctrine providing for 
rewards in compensation, prestige, and position to individuals 
in direct proportion to their ability, industriousness, conscien- 
tiousness, and personal attributes. To forsake this principle for 
regimentation would put a premium on indolence, indifference, 
and inefficiency in health-service. 

The question may quite properly be asked: “What is dentistry 
going to do about the situation?” In the writer’s opinion, several 
activities should now be undertaken by the profession. First, we 
should immediately institute a survey to ascertain the dental needs of 
industrial workers. Without the factual information supplied by such 
a survey, dentistry can neither justify its demands for an adequate 
dental program, nor authoritatively answer elementary questions re- 
garding what constitutes adequacy. The writer has submitted a 
plan for such a study to the Legislative Committee of the American 
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Dental Association, which has recommended that the survey be made. 
The president of the American Dental Association, also endorsing the 
project, submitted it to the Ad Interim Committee of the Board of 
Trustees of the Association, which has approved the proposal. It is 
understood that the Association is now seeking funds to finance the 
undertaking. The plan provides for a dental examination, including 
complete x-ray records, of between twenty-five and thirty thousand 
industrial workers in key industries in seven industrial states. The 
Academy might take under consideration the desirability of contribut- 
ing financially to the support of this study. 

The second project is a study of costs of dental service. Accurate 
and comprehensive information on such costs is essential, if we are 
carefully and logically to reach conclusions regarding the proper 
allocation of funds for dental services under a health-insurance system. 

The third study should devise ways and means of reorganizing the 
prosthetic laboratory service in dentistry. In the changes that lie 
immediately before us, we must make certain that, both in the public 
interest and to assure professional safety, all phases of dental practice 
shall be under full control of the profession. To ignore the poten- 
tialities in the present laboratory situation is to risk intrusion of non- 
graduates into the practice of dentistry, a development that would 
destroy the dental profession, and seriously impair the quality of den- 
tal health service. The Committee on Prosthetic Dental Service of 
the American College of Dentists has been considering this problem 
for a number of months, and presented a preliminary report at the 
convocation of the College in August 1934.7. The Committee is about 
to present a special ad interim report with strong recommendations 
for professional unity and action. 

We must also determine at a very early date, by means of accurate 
data and logical deductions, the minimum annual professional income 
to be assured dental participants in a health-insurance system. In 
reaching our conclusions in this matter, we must take into considera- 
tion the professional, cultural, recreational, educational, and social 
requirements of practitioners of health-service. It is essential that 
practitioners be assured incomes sufficient to permit fulfillment of 


7 American College of Dentists; report of Committee on Dental Prosthetic Service: 
J. Amer. Col. Den., 1934, 1,125. See also page 153 of this issue.—{Ed.] 
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these requirements, if the practitioners are to administer their services 
effectively to the public, and enjoy full and contented professional 
careers. It has been admirably stated that “satisfaction in the prac- 
tice of a profession would seem to imply at least three necessary con- 
ditions: opportunity to perform one’s functions with normal regular- 
ity and continuity; opportunity for reasonable rest, recreation and 
self-development; and opportunity for progressive advancement in 
both achievement and reward.’”* 

In the past few years American industries, labor, educational insti- 
tutions, and even our government, have been forced, by changing con- 
ditions in the social and economic order, to make important ad- 
justments. Only by a prompt and effective study of these various 
problems can dentistry be made ready to meet successfully the situa- 
tion that is about to develop. The New York Academy of Dentistry 
was conceived in a spirit of progressive and constructive leadership. If 
the Academy is to continue its importance in the family of professional 
organizations, we can do no less, during the next several months, than 
to contribute, to the solution of dentistry’s critical problems, our best 
constructive intellectual efforts, our finest humanitarian aims, our 
highest concepts of professional ethics, and our most generous financial 


support. 


III. DISCUSSION 


W. H. Marshall, M.D., F.A.C.P., Flint, Mich.: I appreciate the honor of 
being invited to participate in a discussion of the economic and sociological] 
aspects of health service by this distinguished group. The Academy has the 
unique distinction of being forward-looking, for I note that you discussed 
“the relation of the dental profession and public health” as early as 1926. 
I have profited in three ways this evening: (1) My own faith in some sort 
of mutual health-service for the low-income groups has been confirmed. 
Only too often, in the past three years, have I been obliged to face audiences, 
not at all conversant with the issues, who thunderously denounced any 
suggestions for a change. (2) I have gained a broader viewpoint of the 
whole complex problem. The analysis of conflicting social philosophies by 
Dr. William was delightfully interesting, and showed how much progress 
one can make, if he “sits and thinks.” (3) Knowing that a rising tide of 





® Winslow: Nurses show the way, Survey Graphic, 1934, 23, 157. 
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enthusiasm for social insurance is sweeping the country, it is gratifying to 
realize that you have a sympathetic group here in New York so well in- 
formed that you will be able to offer to Washington advice so valuable that 
ill conceived schemes will be rendered impossible. 

A little more than three years ago, I was honored by being appointed to 
the chairmanship of the Economics Committee of the Michigan State Medi- 
cal Society. My Committee has received much violent abuse from certain 
quarters and, on account of recent criticism that “no one was committed 
to health insurance except a few men who were seeking jobs,” I feel com- 
pelled to say a few words about the personnel of the Committee. These 
eight men averaged 50 years in age, and 26 years in practice. All of them 
are firmly established in general and special practice, which they have no 
desire to relinquish. Most assuredly, my Committee could not be accused 
of having “a non-medical viewpoint,” nor did we have any men who were 
“notorious for being extremists,” or for “causing disharmony or creating 
disturbances.” They were a solid group of broad-minded, well-educated 
physicians who had always been active in the affairs of the State Medical 
Society; nor were they “lacking in appreciation of the noble traditions of 
medicine.” In fact, some of us, have been rather active in telling the story 
of the progress of medicine to lay and professional audiences. Neverthe- 
less, we felt that preachments about our past performances did nothing to 
solve the problem of this confused and rapidly-changing era. 

What were the outstanding facts that our Michigan survey revealed? 
Briefly they were these: (1) Michigan has a large body of people whose 
incomes are insufficient to provide even the necessities of life. During the 
past five years of economic stress, this group has increased tremendously. 
(2) Michigan has a large body of people whose incomes are sufficient to 
provide the ordinary but not the extraordinary necessities of life. This 
group contains the largest number of people. (3) Michigan has a com- 
paratively small body of people whose incomes can provide both the ordi- 
nary and the extraordinary necessities of life. Eight percent of our people 
received 35 percent of the income, while the remainder was divided very 
unevenly among the 92 percent. 

In a democracy the right to live implies more than the bare necessities of 
life. We believe that adequate medical care should be so well distributed 
that no citizen would be denied relief from incapacitating illness. This is 
in line with that fine spirit of social responsibility so well stated by Dr. 
William. We found the incomes of the family practitioners to be pitiably 
low—43 percent, in 1931, having net incomes below $2500 per annum. 
Obviously, our problem cannot be met by a reduction of fees. The effect 
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of low professional income on the quality of medical service was investigated 
last year in our study of “post-graduate medical education and the general 
practitioner.” We found that post-graduate study was out of the question 
for most general practitioners, and that far too few journals and books were 
bought. Such doctors are soon behind the times. We hear some say that 
today the United States is providing the highest quality of medical services 
in the world. This is only begging the question. We should not cease in 
our efforts until it may be said that the United States has the highest quality 
of service that science permits. Nor by admittedly reasonable standards 
could we conclude that there were too many doctors in our state (one to 888 
of population), if the needs for preventive and curative medicine were met. 
Dr. William is absolutely correct in his contention that one hundred percent 
of the health-service professions would be fully employed if one hundred 
percent of the American people received proper health service. 

We are often asked why the American people are not provident enough to 
lay up funds to pay for medical care. The answer is simple: in these days 
of high-pressure salesmanship, the people buy what they are taught and 
urged to buy. When a medical emergency arises, it is found that the family 
surplus has been expended for items of secondary importance. No amount 
of criticism or abuse of our people will change this aspect of American life, 
for very few are provident by choice in the matter of preparing for emer- 
gencies. Asa result of these factors, medical care is postponed until it is an 
absolute necessity, and thus an excessive burden is thrown on the physician 
who is expected to give either free or partiaily-compensated service. Those 
of the working class who have been provident may suffer the loss of many 
years’ savings through the emergencies of illness. Moreover, during the 
period of their misfortune, they are in reality paying the way of those who 
cannot pay. 

The orientation of economics today is not so much to the problems of 
production as to those of distribution—the problem of getting goods and 
services to the consumer. We can produce aplenty of all the things neces- 
sary for the good life; our people need them; and our problem is to develop 
a sound doctrine for a distributive age. Our duty is obviously to work out 
a practical program of distribution. And most assuredly, as Dr. William 
has pointed out, such a program cannot be developed by the producer 
alone, for it is the consumer who is the master in society. 

We studied very carefully the various European plans for health services, 
and concluded that none of them should be copied in toto. Quoting Walter 
Lippmann: “In the midst of unparalleled difficulties, American democracy 
has shown a discipline, a resourcefulness, a fertility of invention, and a 
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capacity to produce leadership, which enable us to stand up before ail the 
world and avow our confidence in our own strength, our own purposes, and 
our own way of life.” And I am happy to say, that our own way of life is 
still a democracy, rooted in principles that aim to promote the best interests 
of all the people. 

While my Committee is in favor of a mutual health-service embracing 
medicine, dentistry, hospitals, nursing, etc., we do not believe that it is a 
cure-all for all our economic ills. It does not basically change any economic 
system. While it is easily applied to industrial communities, it does not 
lend itself so readily to the rural and self-employed groups. Other methods 
will have to be devised for certain sections of our country. The group 
health-unit in smaller communities, the Saskatchewan Plan in scattered 
rural districts, undoubtedly deserve study and elaboration. Still, we 
believe that the fundamental principle—“the distribution of the risk and the 
distribution of the cost’’—is so sound that further studies in this direction 
should be continued. If we are to build an enduring structure, wisely and 
well, we must lay a solid foundation. This cannot be done until wise realists 
have had time to formulate workable plans. We appreciate the caution of 
the Cabinet Committee on Economic Security, and feel quite confident they 
can produce something better than the world has yet seen. 

I believe that much detailed study is still necessary before we can answer 
the question: “What are the dental needs of the population according to 
different age-groups?” A few thousand oral examinations should be made 
and reported, and preferably controlled by studies in various areas. Then 
the accumulated data should be carefully analyzed to determine the services 
and cost for the minimum of adequate dental care. 

Dr. Palmer’s definitions are timely, for there is much confusion in the 
profession owing to misunderstanding of terms. I like the term “supple- 
mentary system,” for no one desires to disturb private practice in the group 
that is well able to pay for services. Dr. Palmer has given an excellent 
résumé of the progress in medical economics since 1927. Those who say 
that nothing need be done, believing the depression to be a passing phe- 
nomenon, should note, as he clearly pointed out, that even in 1928 fifty 
percent of our population were unable to defray bills for health services. 
A philosopher like Dr. William readily realizes that for many years there 
has been a dislocation of the proper consumer-producer relationship. 

Dr. Palmer emphasizes the danger that practitioners who have high 
incomes, and who so often are professional leaders, may lose sight of the 
hardships of the many who practise among those of our people who are im- 
poverished. Very soon these practitioners themselves may become 
impoverished. 
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Dr. William has made such a fine plea for a leadership which recognizes 
duty above self-interest that I cannot improve upon it. When we assume 
our rightful leadership, the health services of the United States will gain 
the respect and the gratitude of our people. Let us bury our chauvinism, 
and work devotedly with those who are trying to make this a nation fit for 
free men. 

Alfred S. Walker, D.D.S., F.A.C.D., New York City: Dental service is 
apt to be taken too casually in a health program. The Committee on the 
Costs of Medical Care began with only one dental member, and only after 
reconsideration were additional dental members appointed. Nevertheless, 
dentistry was not adequately treated in the report of that Committee. 
[The essence of much of Dr. Walker’s further comment is contained in his 
article on “Some differences between medical and dental services:” this 
Journal, 1935, 2, 47; Jan.] The type of health service varies with the 
knowledge and skill of the practitioner, as well as with the ability or willing- 
ness of the patient to pay. Adequate dental care for the entire population 
under present conditions is not attainable. Any attempt to provide such 
care would bring complete service to only a few, and no more than minimum 
emergency service to others. 

Kenneth C. Pruden, D.D.S., F.A.C.D., Paterson, N. J.: Although the 
opposition to health insurance had not been heard in the discussion, such 
opposition was wide-spread. It depends on fear of the untried, and un- 
willingness to experiment, rather than on a question of principle. Those 
“who feel that the thing is right . . . have applied their intelligence to it and 
believe that it can be worked out.” 

Alfred J. Asgis, D.D.S., M.A., New York City: Dr. William’s discussion 
of social philosophies was not so pertinent to the problem of health insurance 
as is the distinction between a profit economy and a socialized economy. 
Health insurance has a place in the former; socialized or state medicine 
belongs in the latter. If the profit system should not be abandoned in the 
United States, fear of socialization of the professions (expressed by many 
dentists and physicians) would be without foundation. But healthinsurance 
is imminent, and will follow unemployment insurance. The desire of the 
medical and dental professions to maintain control over the administration 
of health insurance is not a communistic doctrine nor a manifestation of 
selfish class-interest, but an indication, in a profit economy, of a social need 
to administer functions that lay groups do not understand. The pro- 
fessions should maintain such control, but the attempt of the American 
Medical Association to obstruct the development of measures for health 
insurance is reprehensible. 
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Instead of emphasizing differences between medicine and dentistry, there 
should be concentration on the phases of dentistry to be included in a health- 
insurance system. All branches of dentistry should be included. The 
failure in Europe to make proper provision for prosthetic service in such 
plans caused control of this service to pass from the dental profession to 
unqualified technicians. A health-insurance plan is tentative, subject to 
evolutionary development. Therefore if, at the outset, every phase of den- 
tal service were adjusted to the scope of the plan, each phase might be 
expanded as the plan developed; whereas if one or more phases were omitted, 
these might be absorbed into medicine on the one hand or by mechanics on 
the other, disrupting the unity of the profession. 

Frederick H. Brophy, D.D.S., New York City: The activity of the First 
District Dental Society in the economic field was discussed. A committee 
has been appointed to adapt, if possible, the Chicago Industrial Diagnostic 
Plan. In this plan, the dental group establishes contact with industrial 
organizations, and then “examinations are made of the mouths of the em- 
ployees, after a health talk has been given and literature on dental-health 
education has been passed out. A series of x-ray pictures... . are taken, 
and the patient is advised of his dental condition and the request made that 
the examiner be permitted to send this report, chart, and x-ray pictures to 
the patient’s own dentist. . .. Subsequently a checkup is made on all of these 
employees with the idea of determining how much dentistry has been done.” 
In Chicago the Chicago Dental Society pays this expense—a cost of about 
75 cents per person—if 60 examinations can be made ina day. This plan 
does not parallel in any way that of a dental advertising office, into which 
patients are lured by the prospect of inexpensive dentistry and gouged for 
a very poor type of service. It rather resembles school examinations, in 
which similar methods are used. The plan would not provide special ad- 
vantage to members of the First District Dental Society over dentists not 
attached to organizations. It calls individual need for treatment to the 
attention of a class able to pay for dental service, and thus confers a health 
service. 

Louis I. Abelson, D.D.S., New York City: Socio-economic adjustment is 
needed by the profession and the public. Dentists should help to establish 
better conditions. Many dentists are unfamiliar with the subject, but the 
active interest now being shown generally in discussions of it iscommenda- 
ble. The professions must defend their own interests. Diligent study of 
the problem, and codperation among all dental societies to formulate a 
unified plan, are needed. 

John Oppie McCall, B.A., D.D.S., F.A.C.D., New York City: Most mem- 
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bers of the health-service professions desire to retain individualized service. 
Such service has always existed. Dentistry has followed medicine in this 
respect. With individualized service, fees are adjusted for “paying pa- 
tients” to offset losses sustained in free service. This system must be 
continued, if individualized free-service is to be given. 

Dr. Palmer (in conclusion) agreed with Dr. Walker’s comparison of 
medical and dental service, and noted that such comparison underlies the 
problem of allocation of funds to dentists and physicians under a health- 
insurance system. He drew an analogy between (a) medicine and dentistry 
and (b) two boys with legs of unequal length chasing and throwing stones 
at a band wagon—health insurance. At the last minute, the longer-legged 
boy climbs aboard, leaving the slower boy behind. Medicine will board 
the band wagon; and unless dentistry boards it at the same time, it may be 
disregarded when medicine takes a hand in the allocation of funds. Unless 
the dental profession participates in the preliminary arrangements, den- 
tistry, under a health-insurance system, may be limited to emergency work. 
In alluding to Dr. Pruden’s remark that opposition to health insurance 
comes from those who believe it unworkable, Dr. Palmer stated that the 
present arrangement is not working, and therefore little will be risked by 
attempting a new plan. He agreed with Drs. Asgis and Abelson that the 
health-service professions are best able to estimate the health needs of the 
public, and must demand that these needs be met. In a general discussion 
of the “Chicago Industrial Diagnostic Plan,” to which Dr. Brophy re- 
ferred, Dr. Palmer stated that the plan appeared to him to be open to fair 
and reasonable criticism, and questioned its desirability. He specified 
a variety of unfavorable conditions and implications in support of his 
opinion. He advised that this plan be thoroughly studied in all its de- 
tails and relationships before adoption by the First District Dental 
Society. He expressed the conclusion that the plan should be modified 
to meet the requirements of a high professional purpose, and would be 
acceptable in New York City only if correlated with existing social and 
economic conditions, public and professional. 

Dr. William (in conclusion): Dr. Asgis attacked the problem superficially, 
his keynote being: “We must protect ourselves; we must see to it that what 
is ours will not be taken from us.” This view is unsound, and reflects the 
class concept rather than a study of causes, which would be more appro- 
priate to a profession based on diagnosis. The dental profession is not self- 
sufficient, but depends on the public for its existence. Improvement of the 
condition of the profession can be brought about only by improving the 
condition of the public. 
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I. QUOTATION FROM A GENERAL REPORT ON THE PROCEEDINGS OF 
Section N (MEpIcAL SCIENCES) OF THE AMERICAN ASSOCIA- 
TION FOR THE ADVANCEMENT OF SCIENCE, AT THE 
PITTSBURGH MEETING? 


Albert L. Midgley, D.M.D., Sc.D., Secretary, American College of 
Dentists 


For the third successive year the dental profession was represented 
actively in the affairs of the American Association through a program offered 
under the auspices of the American College of Dentists. The meeting 
opened with a very satisfactory attendance which was in excess of previous 
meetings. 

At the morning session Dr. James L. Zemsky (New York City) with the 
use of lantern slides discussed “Further study of roentgenographically- 
negative buried roots.” Dr. J. Oppie McCall (Guggenheim Dental Clinic, 
New York City) read a paper entitled “The modern search for the philoso- 
pher’s stone,” which was illustrated by lantern slides. Dr. John S. Oartel 
(Pittsburgh) spoke on “Morphological changes in bacteria induced by ultra- 

1The meeting was held in Room 209, Engineering Building, Carnegie Institute of 
Technology, Dean H. E. Friesell, Dental School, University of Pittsburgh, in the chair. 
He also presided at an informal dinner session at the University Club, before the beginning 
of the general session of the Association. The local committee on arrangements, of which 
Dr. F. C. Friesell was Chairman, conducted the meeting with unusual success. 

2 McKinley and Midgley: Science, 1935, 81, 133; Feb. 1. 
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short-wave radiation.” A discussion entitled “Tissue changes in the 
[dental] pulp and surrounding calcified structures,” illustrated by lantern 
slides, was offered by Dr. Warren Willman (Chicago). The “Tripping 
action of partial-denture clasps—a comparative physical analysis and test 
of the retentive and stabilizing functions of the horizontal and bar clasps,” 
amplified by the use of a lantern, was presented by Dr. Eugene R. Stone 
(Washington, D. C.). A presentation, “rootless teeth,” by Drs. E. G. 
Meisel, J. C. Eselman and W. F. Swanson (University of Pittsburgh Dental 
Faculty) then engaged the attention of the audience. 

In the afternoon a paper on “Motion picture studies of the eruption of 
teeth and developmental growth of the face,” illustrated by lantern slides, 
was presented by Dr. B. Holly Broadbent (Cleveland). Dr. L. E. Blauch 
(American Association of Dental Schools, Chicago) discussed “The changing 
dental curriculum.” Because of the present status of the dental curriculum, 
Dr. Blauch’s presentation was received with much interest and proved 
quite instructive. Dr. Raymond J. Nagle (Boston) offered a treatise of 
timely concern to the modern dental practitioner. He spoke on “Galva- 
nisminthemouth.” “A precise quantitative roentgeno-densitometric study 
of changes in teeth due to attrition” was presented by Dr. Grant van 
Huysen (Rochester, N. Y.). Dr. Basil G. Bibby (Rochester, N. Y.) spoke 
on, and illustrated with the use of a lantern, “Variations in the nature of 
[dental] enamel surface.” Dr. H. E. Friesell then read a paper prepared by 
Dr. John L. Boots (Seoul, Korea) on “A Chinese skull of the second century.” 
A delightful informal dinner was held at 6:30 p.m. at the University Club. 

It is heartening to all actively interested in the new relationship to find a 
growing sense of responsibility on the part of our dental schools, educators 
and scientists in the solution of dentistry’s problems, especially those per- 
taining to its biological phases—so closely related to good health. The 
program presented brought a realization that dentistry is no longer solely 
concerned in developing the mechanical aspects of its procedures. That 
older idea has been displaced by the newer effort to discover the nature of 
conditions, factors and influences that maintain health, that induce de- 
ficiency, or that afford the most effectual means to prevent, control or to 
cure disease. 


II. InpEx OF NAMES OF PARTICIPANTS, AND SEQUENCE OF NUMERALS 
OF THE CORRESPONDING ABSTRACTS ON THE 
SUCCEEDING PAGES 

Bibby, 12; Blauch, 9; Boots, 13; Broadbent, 8; Eselman, 7; Hodge, 11; Klein, 3; 
McCall, 2; Meisel, 7; Nagle, 10; Oartel, 4; Stone, 6; Swanson, 7; Van Huysen, 11; Warren, 
11; Willman, 5; Wolf, 4; Zemsky, 1. 
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III. First Session: MorNnING; ABSTRACTS 1-7 


1. FURTHER STUDY OF ROENTGENOGRAPHICALLY-NEGATIVE BURIED 
roots. James L. Zemsky, D.D.S., Depariment of Oral Histology and 
Embryology, Columbia University, and Oral Surgery Depariment, 
Midtown Hospital, New York City. Infection in teeth and in fractured 
roots often gives rise to pathologic processes affecting the local tissues 
as well as the general condition of the patient. As a rule evidences of 
such disease processes are clearly demonstrable, on roentgenograms, as 
dark shadows indicating areas of bone decalcification. Absence of such 
areas of bone decalcification, however, does not exclude the possible 
presence of either local or systemic disease-processes, and diseased 
teeth and roots are removed when there is no roentgenographic evi- 
dence of disease. Since removal of roentgenographically-negative 
roots deeply buried in a jaw is a serious and difficult surgical operation, 
often resulting in more or less tissue mutilation and unpleasant post- 
operative effects—frequently causing loss of useful dental restorations 
such as bridges and removable dentures—an effort has been made to 
determine whether this surgical procedure is advisable, justifiable, or 
necessary. 

During the last five years the author has investigated fifteen cases of 
roentgenographically-negative buried roots, subjecting them to his- 
tologic study as well as to careful clinical observation. The material 
for microscopic examination, in the department of oral histology and 
embryology, was secured from patients of various ages, having dis- 
similar clinical histories (rheumatism, localized or reflected pain, 
nervous manifestations, etc.), and presenting roentgenographically- 
negative roots deeply buried in different parts of the jaws. Some of 
these roots were chiseled out; others, including surrounding bone, were 
cut out with a circular saw. The roots were decalcified, sectioned, and 
examined by ordinary procedures. These specimens showed that there 
had been complete healing of the fractured end by a bone-like structure 
(cementum), the entire root (dentine as well as root canals) having been 
thereby thoroughly sealed. The new cementum (which grows upon non- 
infected root, covering the fractured surface of the roots) shows that 
these apices were fully tolerated by the surrounding bone. Their 
surgical removal, therefore, was not indicated. When in addition to 
this histological or microscopical evidence there is clinical proof that 
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removal of the imbedded roots did not at all benefit the patient, it is 
logical to conclude that the sacrifices demanded by these operations 
are unjustifiable. However, an unqualified statement as to the justi- 
fication of either removal or retention of roentgenographically-nega- 
tive deeply buried roots can be made only after a large number of such 
cases have been examined and studied, and the findings supplemented 
by extensive clinical observations that could and should be made by 
organized efforts of general practitioners, as the author has previously 
suggested. 

2. THE MODERN SEARCH FOR THE PHILOSOPHER’S STONE: DENTAL 
CARIES AS A SOCIAL PROBLEM.? John Oppie McCall, D.D.S., F.A.C.D., 
Murry and Leonie Guggenheim Dental Clinic, New York City. Chemis- 
try had its origin in the efforts of ancient alchemists to transform base 
metals into gold and silver. Their search for the philosopher’s stone 
has a parallel in another field of science: the search for the cause, and 
means of prevention, of dental decay. The wide distribution of dental 
decay is well known. Figures compiled at the Guggenheim Dental 
Clinic in New York, and obtained from other sources, indicate that of 
about half the two-year old children in our large cities, each has at 


least one dental cavity. Certain systemic disturbances, especially 


3 Under the head of “Science news,” relating to “some papers read at the Pittsburgh 
meeting of the American Association” [for the Advancement of Science], the weekly journal 
Science (Feb. 1) included a paper representing dentistry (Dr. McCall’s), as compiled by 
Science Service, Washington, D. C., referring to it as follows (supplement, p. 36): “Dental 
decay is beginning its attack at an earlier and earlier age. About half the two-year-old 
children in large cities have at least one cavity in their teeth, according to Dr. John Oppie 
McCall, director of the Guggenheim Dental Clinic, New York City. Dr. McCall likened 
the present-day search for the cause and means of preventing dental decay to the old 
search for the Philosopher’s Stone. To draw this parallel is more than mere fancy, he 
said. No one will deny that health is more valuable than wealth and it is not difficult to 
demonstrate that uncurbed dental decay is a common, perhaps invariable, cause of ill 
health. The wide spread of dental decay in the population is well known, over 95 percent 
being involved. The search for the Touchstone of Prevention has long been under way, 
antedating even the search for the alchemists’ Elixir. The importance of diet in prevent- 
ing and controlling dental caries is known, but investigators do not yet know how the toods 
and food factors like vitamins which have been found helpful do their part. Neither is it 
known which elements in the diet are of prime importance and which of only secondary 
importance. The various elements in the situation which have been the subject of 
careful study are the influence of vitamins A, D, C, mineral balance, sugar intake, acid- 
base balance and raw foods. Dr. McCall urged the cooperation of physicians, bacteriol- 
ogists, nutritionists and dentists in attacking this fundamental problem.” 
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those founded on nutritional shortcomings, are important factors in 
the causation of dental caries. In fact the teeth are the first of the 
body tissues to give evidence that physical deterioration is setting in. 
So close is this relationship that it may safely be stated that the teeth 
constitute the most delicate and reliable index as to physiologic balance, 
especially in childhood. ‘This fact is well illustrated by figures of a 
nutritional research in Hawaii recently presented by Dr. Martha 
Jones. Seeking primarily (and, incidentally, finding) a means of 
checking dental caries, which is especially rampant among the children 
of the Hawaiian Islands, she showed also striking reductions in infant 
mortality from pneumonia, beri-beri, and gastro-enteritis. 

The problem is one which may well engage the interest of physicians, 
chemists, bacteriologists, and nutritionists as well as dentists. It 
should also receive the careful consideration of sociologists and econo- 
mists. The mere mention of these groups indicates that the search for 
this particular philosopher’s stone is not likely to be successfully con- 
summated by the dentist alone, no matter on how broad a basis his 
approach to the problem is planned. With each investigator inter- 
ested in his own problem, it becomes necessary for one person, or a 
group, to analyze the various theories put forth, decide as to which is 
most fruitful, and then conduct an experiment, more comprehensive 
than any now under way, to determine relative as well as absolute 
values. This idea is not new. Walker has suggested that the Re- 
search Commission of the American Dental Association pool, so to 
speak, the results of all researches in this field, and draft an out- 
standing scientist outside of the dental profession to evaluate the 
findings and point out the avenue which seems most fruitful as the 
path for future study. 

3. STUDIES ON DENTAL DECAY IN THE RAT: A METHOD FOR RECORD- 
ING SERIALLY-GROUND SECTIONS OF MOLAR TEETH. Henry Klein, 
D.D.S., Sc.D., School of Hygiene and Public Health, Johns Hopkins 
University, Baltimore,Md. Lower or upper jaws of rats were removed, 
and the portion containing the three molar teeth cut out and mounted 
by the usual procedure (balsam and drying) on brass slides. The 
specimen was placed, in a set position, under the microscope, and 
maintained in this position throughout the process of preparation. A 
Leica camera was used with a 35-mm. orthochromatic movie-film, and 
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a micro-photograph made of the surface of the teeth asmounted. The 
brass slide containing the mounted specimen was then measured by a 
micrometer to determine the maximum height of specimen plus slide. 
The slide and specimen were then placed in a set position in a specially 
designed grinding machine, 2-3 micra ground off and the surface pol- 
ished, and checked micrometer-measurements made to determine the 
thickness of tooth structure removed by grinding. The preparation 
was again placed under the microscope, notes made of the interesting 
details appearing, and a microphotograph again made of the surface. 
Successive grindings of 2-3 micra each, and photographs of each surface 
after each such grinding, followed, until a complete record was ob- 
tained of the structure (and defects in structure) at successive 2-3 
micra levels through the thickness of the tooth (teeth). The method 
is specially valuable in determining the presence and path of pro- 
gression of dental decay in molar teeth of rats. [Read by title.] 

4. MORPHOLOGICAL CHANGES IN BACTERIA INDUCED BY ULTRA- 
SHORT-WAVE RADIATION. J.S. Oartel, D.D.S.,M.S., School of Dentis- 
try, and E. Alfred Wolf, Ph.D., Department of Zodlogy, University of 
Pittsburgh, Pittsburgh, Pa. The writers previously reported reduc- 
tion in size of bacteria (diplostreptococci from infected teeth) induced 
by short-wave radiation. To measure accurately such change, cul- 
tures of long rod-shaped bacilli (B. subtilis) were made. Small strips 
of sterile paper, wet with these cultures, were dried, radiated, and 
re-cultured. In the method previously used, the organisms were 
radiated in tooth roots and then cultured. The method now in use 
eliminates all moisture and the influence of variations in tooth struc- 
ture during radiation. Measurements of bacteria after radiation were 
made with a micrometer scale in a microscope eye-piece. With longer 
exposure to short waves, greater reduction in size of bacteria resulted 
than with short exposures. Transfer of cultures caused decrease 
in size of organisms, excepting organisms that originally were small, 
for which sudden increase in size was observed in the third transfer. 

5. TISSUE CHANGES IN THE PULP AND SURROUNDING CALCIFIED 
STRUCTURES. Warren Willman, B.S.M., D.D.S., Chicago College of 
Dental Surgery, Loyola University, Chicago, Ill. The findings grew 
out of a research intended to identify the changes in dental pulp under 
the irritation caused by fillings, certain types of which, notably silicate 
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cements, having long been under suspicion of causing marked pulpal 
degenerative changes. Human teeth of known history, including 
intact ones for controls, were sectioned. Experimental fillings were 
placed in dog teeth, and studied with intact teeth from the same 
animals. The research is in progress. 

Thus far we find that the accepted standards of normality, for tissues 
and structures of the pulp, seem to require modification. Changes 
commonly relegated to pathology, as degenerative or involutionary, 
are so common, even in young pulps, that their absence is unusual. 
They occur in increasing number with advance in the age of the tooth, 
but anachronisms in both directions are exceedingly common. Vacuo- 
lar degeneration of the odontoblastic layer of cells—the outermost 
layer of cells in the pulp—teticular atrophy, and cysts, are described 
as degenerations, but are commonly found in dental pulps, and inde- 
pendently of presence or absence of fillings or other dental restorations. 
In addition to these soft-tissue changes, it was noted that pulp stones 
occur far more often than is generally believed. A count of the 
pulp stones in these specimens showed that they were present in nearly 
90 percent. However, since only 10 percent of the sections were 
retained for study, it is very probable that virtually all pulps contain 
at least microscopic calcifications. The formation of secondary dentin 
has been the most conspicuous finding. This type of calcification 
obviously serves the purpose of defense against invasion of the pulp 
via dentinal tubules. Whether the outer ends of the tubules are 
opened by caries, abrasion, erosion, fracture, or by the preparation of 
a cavity, matters little. And the type of filling placed in the cavity, 
or even the entire absence of filling, has little immediate effect on 
production of secondary dentin. The amount of secondary dentin 
seems to depend upon (a) severity of causative irritation; (b) elapsed 
time; and (3) vigor and vitality of the pulp. 

6. TRIPPING ACTION OF PARTIAL-DENTURE CLASPS: A COMPARATIVE 
PHYSICAL ANALYSIS AND TEST OF THE RETENTIVE AND STABILIZING 
FUNCTIONS OF THE HORIZONTAL AND BAR CLASPS. Eugene R. Stone, 
D.D.S., Washington, D.C. A description of the comparative action of 
the two types of attachments as they affect retention and stabilization 
of partial dentures; also a classification of circumferential clasps em- 
bracing the sides of the teeth as supra-bulge drag-type, and bar clasps, 
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which usually approach the side of the teeth at somewhat of an angle, 
as infra-bulge push-type. A simple description of tripping action, 
which operates only in the bar-type of clasp; mathematical demonstra- 
tion and proof of the theory; also description of tests and results, 
proving that tripping action, which depends on the angle of approach 
of the push-type bar-clasp arm to the plane of the undercut surface of 
the side of the tooth, causes increased resistance to dislodgment over 
that required for insertion; while the reverse is true for the circum- 
ferential drag-type of clasp embracing the sides of the tooth, which 
is inserted with more resistance than that required to dislodge it. The 
effect of this in the bar-clasp type is to increase retention and stabiliza- 
tion against rocking tendency, and to reverse the direction of slippage 
tendency toward the seat or bearing surface of the denture instead 
of away from the seat, as in the circumferential type; and this makes 
unnecessary the severe clasp-arm spring-tension where the bar-type is 
used The vertical forces of biting stress are converted by the in- 
clined planes of the occlusal surfaces of the teeth to horizontal com- 
ponents, and the circumferential clasps deliver the load of these lateral 
thrusts to the abutment teeth at the occlusal level, where the leverage 
and consequent strain on the supporting structures is greatest; while 
the bar-type delivers the same load nearer the gingival level, with 
much less strain on those structures. Therefore, the bar-clasp is the 
more effective to (1) increase degree of retention, or resistance to dis- 
lodgment in direct line of withdrawal; (2) improve the quality of reten- 
tion by reversing the direction of slippage tendency toward, instead 
of away from, the denture seat; (3) increase stabilization against rock- 
ing movements; (4) provide a more rigid, fixed-like restoration with 
bars of thicker dimensions; (5) provide a less rigid, fixed-like 
restoration with bars of smaller dimensions that allow some stress- 
breaking action and movement, and continue to provide retention and 
stabilization with less spring tension, even when the bearing points of 
the bars are not all in actual or tight contact with the teeth; and (6) 
lessen destructive effect of lateral thrusts of occlusal forces on abut- 
ments. 

7. Rooriess TEETH. J.C. Eselman, D.D.S., E.G. Meisel, D.D.S., 
F.A.C.D. and W. F. Swanson, D.D.S., M.S., F.A.C.D., School of 
Dentistry, University of Pittsburgh, Pittsburgh, Pa. A progress report 
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on the investigation of a series of dental malformations, characterized 
by hypotrophic roots; absence of pulp chambers and canals; masses of 
abnormal dentine which obliterate the pulp spaces, their formation 
apparently dating from the period at which normal development is 
interrupted by the disorder; progressive loss of teeth, due to weak 
anatomical attachment to the jaws and to the development of cysts; 
and the apparent hereditary character of the disorder. Radiographic 
examinations reveal the disorder present in two of four sisters and in 
their father; absent in two of the four sisters andin the mother. Other 
relatives are yet to be examined. After all of the relatives have been 
examined a record of four, or perhaps five, generations will be included. 


IV. SECOND SESSION: AFTERNOON; ABSTRACTS 8-13 


8. MOTION-PICTURE STUDIES OF THE ERUPTION OF TEETH AND 
DEVELOPMENTAL GROWTH OF THE FACE. B. Holly Broadbent, D.D.S., 
F.A.C.D., Director of the Bolton Study, Western Reserve University, 
Cleveland, Ohio. Individual and group studies of developmental 
growth-patterns of the faces of 3000 children recorded roentgeno- 
graphically at monthly and quarterly intervals by the Bolton Fund, 
since 1929, have revealed new and significant facts. Tracings of these 
serial orthodiagraphic roentgenograms that precisely register the 
changes from birth to adulthood have been photographed in sequence 
with the motion-picture camera. These animated pictures, along 
with statistical determinations, indicate very clearly the relative 
stability of the Bolton-Nasion Plane of the cranial base and the value 
of the Bolton technique, not only for research but also for office prac- 
tice. In contrast to the usual histological conception—that addition 
at the root end of a developing tooth is necessary to produce eruption 
through bone and soft tissues—the findings show that this is not 
always true. Addition at the root-end can and does take place without 
movement of the crown. And eruption or movement of an already 
formed portion of a tooth is not always accompanied by growth. 
When the former developmental condition prevails, the root grows up- 
ward or downward into the surrounding bone. 

Developmental progress of the tissues that support growing teeth 
in their crypts bring about changes in vertical axial positions that 
might easily be interpreted in ordinary roentgenograms as abnormal 
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inclinations. Clear recognition of the normal path of development 
and eruption, especially of third molars, is most important when the 
problem of probable impaction of these teeth involves mutilation of 
the dentition of the growing individual. Animated motion-picture 
studies of this area, from about eight developmental years to adult- 
hood—on a background of progressive developmental growth of the 
face—strikingly depict the life history of the wisdom teeth. The site 
of origin of the crypt of the lower third molar is quite high in the 
ascending ramus, for it is largely above the level of the occlusal plane 
of the mixed dentition. From this position it moves vertically down- 
ward, then diagonally downward and forward across the angle and into 
the body of the mandible, to change its course upward, forward, and 
inward to meet its antagonist after it erupts through the soft tissues. 
Failure in optimum development of the face not only prevents normal 
eruption and alignment of third molars, but also causes crowding of 
the anterior teeth, a condition so frequently used to justify unneces- 
sary extraction of either second or third molars before the natural 
influence of these teeth has had an opportunity to play its important 
part in the normal development of the face of the healthy growing 
child. 

9. THE CHANGING DENTAL curRRICcuLUM. L. E. Blauch, Ph.D., 
Executive Secretary, Curriculum Survey Committee, American Associa- 
tion of Dental Schools, Chicago, Ill. What a dental school should teach 
is a constant problem. The answer to the question is hardly given 
until new needs, fresh knowledge, and enlarged vision make further 
demands upon education, with the result that the curriculum must 
always be changing. The founders of the first dental school placed 
in its course of study many of the important elements and ideas now 
included in dental education. However, since that time, especially 
during the past fifty years, there have been outstanding developments 
in dentistry which, to a large extent, determine the character of the 
content employed in training dentists. Four of these developments 
are: (a) codrdination of the principles of materials, mechanics, and 
biology in restorative dental service; (b) evolution of dentistry as a 
health service; (c) development of prevention as a motivating ideal in 
dentistry; and (d) effort to relate dental service to social need. Be- 
cause of desire to adjust dental education to its responsibilities, the 
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American Association of Dental Schools, with the financial assistance 
of the Carnegie Corporation, has since 1930 been engaged in a project 
to determine the content of a dental curriculum. This work is nearly 
completed. The curriculum which has been outlined contains a con- 
siderable amount of subject matter now generally taught and also 
much new material, some of which has been incorporated in courses 
similar to those usually found in dental schools and some of which has 
been organized in new courses. Among the new courses, or courses 
that are not generally taught at present, are (a) materials used in 
dentistry; (b) diagnosis and treatment planning; (c) principles and 
practice of medicine; and (d) social and economic relations of dentistry. 
The question of the preliminary college-education of the prospective 
dental student also received attention. This problem was approached 
largely from the point of view of the need of the dentist for a broad 
general education. The conclusion was reached that the dental 
student should have at least two years of college education, which 
should be devoted to acquiring an all-round education. The only 
recommended subject-requirements, in the pre-dental period, are six 
semester-hours each of general chemistry and biology. 

10. GALVANISM IN THE MOUTH. Raymond J. Nagle, A.B., D.M.D., 
Dental School, Harvard University, Boston, Mass. Articles on galvanic 
action in the mouth have appeared frequently in the recent dental 
literature, and suggest that this condition may be associated with pre- 
cancerous lesions. Not enough is yet known about galvanic conditions 
to justify conclusions regarding such a relation, but experimentation 
at Harvard indicates that galvanic action is blamed more frequently 
for obscure mouth-disorders than is warranted by acceptable evidence. 
Efforts in the laboratory to reproduce conditions as they are encoun- 
tered in the mouth have been extensive but not encouraging. On the 
basis of such experiments, we are not ready to conclude whether 
galvanic action itself or some other factor induced by galvanic action 
is responsible for clinical symptoms. Clinically the symptoms are 
objective and subjective. Objective symptoms include discoloration 
of restorations, with occasional pitting; inflamed areas on cheek, lips, 
side of tongue, occasionally accompanied by erosion; and general 
stomatitis. Subjective symptoms include metallic or salty taste; 
burning sensations in cheeks, lips, roof of mouth and throat; soreness 
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of tongue. Care should be taken to differentiate between cases of 
anemia and of galvanic action. Lain has reported increased saliva- 
tion, but in typical cases we found decreased salivary flow. After 
diagnosis, treatment consists of removal of all restorations and the use 
of soda in warm water as a mouth wash. Partial removal of restora- 
tions is not satisfactory. After removal, new restorations should be 
of alloys of like potentiality. Gold foil is ideal but not always possible. 
If gold castings are used, they should be made of the same melt and 
at the same time. Amalgam should never be used because alloys 
amalgamated with mercury produce surface structures that establish 
galvanic action with the tissues. Three cases are reported in which 
this treatment has effected cure so far as can be determined. 

Examination of a large number of cases leads us to believe that (1) 
galvanic action occurs between alloys in the mouth; (2) true cases of 
it are extremely rare, and not as prevalent as recent articles indicate; 
(3) before diagnosis of galvanic action can be made, every other pos- 
sible source of mechanical or chemical irritation must have been ruled 
out; and (4) much more study of the subject will be necessary before 
satisfactory conclusions can be drawn. 

11. A PRECISE QUANTITATIVE ROENTGENO-DENSITOMETRIC STUDY 
OF CHANGES IN TEETH DUE TO ATTRITION.‘ Grant Van Huysen, D.D.S., 
Harold C. Hodge, Ph.D., and Stafford L. Warren, M.D., School of 
Medicine and Dentistry, University of Rochester, Rochester, N. Y. 
Using the method described by Warren et al. in the American Journal 
of Roentgenology and Radium Therapy (May, 1934), a roentgen-ray 
absorption study was made of sections of a normal canine tooth from 
a 15-year old female showing intact enamel on the occlusal surface, 
and of thirteen teeth from other persons showing loss of enamel and 
of varying amounts of dentine due to attrition of surfaces that came 
in contact during mastication. The amount of abrasion in these 
thirteen teeth was typical of that in middle-aged people. On a basis 
of similarities in roentgenogram appearance and absorption measure- 
ment, the teeth, grouped into three classes, were compared with con- 
ditions of the young unchanged tooth. This comparison indicates 
that, as dentine becomes exposed, there is infiltration of calcific 


‘Morris L. Chaim and Dental Centennial Prize Essay: First and Second District 
Dental Societies of the State of New York, 1935. 
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material in the underlying tooth substance shortly after or at the time 
of exposure, forming a cone-shaped mass with its base at the occlusal 
surface and its apex at the tip of the pulp chamber—the “attrition 
cone.” As abrasion continues, it slowly wears away the attrition cone 
and approaches what was originally the pulp chamber, at the periphery 
of which secondary dentine has already been deposited. This second- 
ary dentine also assumes the shape of a cone, with its apex at the apex 
of the attrition cone and its base toward the root, the two cones pro- 
ducing an hour-glass effect. Abrasion and further wear continue to 
remove the infiltrated area (attrition cone) and part of the secondary- 
dentine cone. 

Measurements of the young normal tooth indicated constancy of 
roentgen-ray absorption-values throughout the crown. In teeth 
showing complete loss of enamel, and slight abrasion of the underlying 
dentine, there is marked increase in roentgen-ray absorption of this 
underlying dentine (attrition cone) compared with normal coronal 
dentine in thesametooth. In some teeth having slight loss of dentine 
in addition to complete loss of enamel, the secondary dentine is much 
less radiopaque than the normal crown-dentine, whereas the area of 
changed dentine (attrition cone) beneath the abraded surface exhibits 
slightly increased absorption of the roentgen-rays. In teeth having 
moderate amounts of abrasion, with conspicuous amounts of older 
secondary dentine, the latter shows little difference in radiopacity 
compared with that of the other parts of the tooth. Root dentine is 
generally less radiopaque than crown dentine. [Presented by Dr. 
Basil G. Bibby.] 

12. STUDIES OF VARIATION IN THE NATURE OF ENAMEL SURFACE. 
Basil G. Bibby, B.D.S., School of Medicine and Dentistry, University 
of Rochester, Rochester, N. Y. Previous findings showed that acid- 
insoluble membranes from enamel surface contained a layer of pig- 
mented material, which was often continuous with the acid-resistant 
enamel matrix. This material frequently had a configuration of the 
enamel rods, and was thought to show itself at the surface of ground 
sections as a dense pigmented layer. It was suggested that presence 
of this structure might be a protection against dental caries. This 
report records the study of seventy-two papers dealing with enamel 
structure, reviewed to ascertain whether this surface condition had 
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been noted previously, and whether the illustrations in these works 
showed changes which might be interpreted assuch. Although similar 
conditions had been observed, no similar interpretations were given. 
Of 169 satisfactory illustrations of enamel surfaces, 152 showed surface 
alterations which could be interpreted as being similar. Of these, 
36 were prepared from old teeth, the condition being visible in 35. In 
6 young teeth, it was observed on 3 occasions. There was no means 
of ascertaining the age of teeth from which the remaining sections 
had been prepared. 

To ascertain whether this surface condition resulted from develop- 
mental or environmental influences, sections of young and old teeth 
were compared. To this end, ground sections were prepared from 
twenty-eight teeth which had been in the mouth for more than fifteen 
years, and from nine deciduous and eleven permanent teeth which 
had been in the mouth for less than ten years. Preparation of sections 
from decalcified surfaces was undertaken, but the report includes ob- 
servations on only a few of these. The sections showed that the ex- 
treme pigmented condition of the surface (apparent consolidation of 
the rod spaces with acid-resistant material) was more evident in the 
old teeth than in those of the other groups. In some of the latter, 
however, it was visible, but was generally less widely distributed and 
more in the nature of a surface pigmentation. When it showed, it 
was particularly apparent in the occlusal fissures, lingual fossae, and 
gingival margins; not so evident in areas subjected to masticatory 
friction. A more extensive study of variations of the enamel surface 
is in progress. 

13. A CHINESE SKULL OF THE SECOND CENTURY. J. L. Boots, 
D.D.S., M.S., F.A.C.D., Seoul, Korea. Korea offers rich possibilities 
for archaeological study. One of the most valuable discoveries to date 
was made recently in a tomb, near Pyengyang, of a provincial governor 
and his wife or concubine; its date is about 150 A.D. This section of 
the country was settled by immigration from North China, and was 
controlled by these people from 108 B.C. to 313 A.D. The female 
skeleton, well preserved, was that of a person between 30 and 40 years 
of age, probably Chinese. Human remains are rarely found in 
Korean grave-sites, and this is the only complete skeleton discovered 
so far. Of all the old skulls and teeth, this is the only one that shows 
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dental decay. The modern Chinese and Korean peoples have very 
similar diets; both show little dental decay, but much gum disease and 
pyorrhea. This ancient skull belonged to a person of the wealthier 
class who ate a richer diet than that of the common people; the teeth 
showed extensive wear and several cavities of decay; there was much 
evidence of pyorrhea. A blow, at about the age of seven, caused loss 
of one tooth, irregular development of the root of its neighbor, and 
general shifting of the position of several teeth. The x-ray shows that 
in some of the teeth, the pulps were alive; in others, that the pulps had 
died. The conditions of teeth and jaws indicate not only the character 
of this ancient woman’s diet, but also that various dental diseases were 
prevalent in her time and affected the teeth and jaws very much as 
they do modern natives of that country on a diet similar to that of 
their ancestors; namely, excessive wear of teeth (due to grit from stone 
mortars used to grind grain that formed a large part of the diet); very 
little dental decay (most prevalent where the diet seemed to be richest 
in character); and extensive ravages of pyorrhea and gum diseases. 
There was no evidence of any dental work on these teeth. [Presented 


by Dr. H. E. Friesell.] 


AMERICAN COLLEGE OF DENTISTS 


REPORT OF THE COMMISSION ON JOURNALISM! 


BISSELL B. PALMER, D.D.S., Chairman 
New York City 
This report is presented in two parts: (I) a section dealing with the 
year’s activities of the Commission; (II) a section devoted to develop- 
ments and changes in dental journalism during the period covered. 


I. ACTIVITIES OF THE COMMISSION 


At the 1933 convocation, the Regents authorized the president to 
increase the membership of the Commission from five to nine. The 
following Fellows were added: J. Cannon Black, Chicago; Frank A. 
Delabarre, Boston; H. Otis Lineberger, Raleigh; and Emanuel G. 
Meisel, Pittsburgh. The Commission was authorized to select an 
executive committee of three who would function in such matters as 


1 Presented at the convocation in St. Paul, Minn., August 5, 1934, 
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might be referred to it by the Commission. The Committee is com- 
posed of Emanuel G. Meisel, Leland Barrett, and Bissell B. Palmer, 
Chairman. 

Responsibility for study of the various periodicals has recently been 
divided among the members of the Commission. By this procedure 
an intimate study of each publication is promoted. Each member of 
the Commission will note all changes occuring in the periodicals 
assigned to him. Modification of editorial policy, subscription price, 
advertising rates, general make-up, and other factors of importance, 
will be noted and transmitted to the office of the Chairman who is re- 
sponsible for the tabulation of such changes in the card-index system. 
Suggestions for improvement of periodicals will be formulated by the 
responsible member, and through the Chairman submitted to the 
Commission for consideration. The editor of the periodical will then be 
approached to learn if such constructive suggestions would be received 
in the spirit offered; namely, for the advancement of dental journalism. 
In making such suggestions, however, the Commission will not at- 
tempt to regimentize or standardize the various publications, for any 
interference with the individuality of publications tends to impair 
their value, and reduce reader-interest and support. 

The Commission has coéperated closely with the American Associa- 
tion of Dental Editors. One of the members of the Commission, in 
serving as Chairman of the Committee on Advertisements of the 
Association, has presented a plan providing for the establishment of a 
Mutual Advertising Bureau. The purpose of the Bureau is to secure 
advertisements for all member-periodicals by a general contract be- 
tween the Bureau and national advertisers. The proposal is fashioned 
closely after a similar arrangement that has been very efficient and 
profitable for the medical journals. 

In addition to continuous close attention to current developments in 
dental journalism, a number of which are referred to below, the Com- 
mission has distributed reprints of numerous articles on the subject to 
influential dentists throughout the country. The mailing list includes 
dental deans, editors, officials, and others of influence and importance 
in the profession. Effective local distribution is secured through the 
codperation of energetic key-men in the important cities. A total of 
6700 reprints have been distributed since the 1933 convocation. 
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Two questionnaires have been distributed and tabulated by the 
Commission. The results are presented below. The first question- 
naire, addressed to the deans of all the dental schools, was intended to 
ascertain the current attitude of the schools toward dental journalism. 
The second was a check-up on the extent to which non-proprietary 
periodicals had put into effect the recommendations adopted by the 
American Association of Dental Editors in 1932. 


Il. DEVELOPMENTS IN DENTAL JOURNALISM 


(A) 

The period covered by this report has been marked by the most 
prolific publication of articles on the general subject of dental journal- 
ism since the profession came into being. A bibliography of most of 
these writings is appended to this report. 

One of the most outstanding of the encouraging developments during 
the year has been the interest in journalism shown by undergraduate 
editors and periodicals. The current higher standards of education, 
and the resultant broader cultural background of matriculants, are 
evidently producing a generation of dentists more conscious of funda- 
mental professional concepts, and more sensitive to the embarrassment 
of commercial control of the journalism of a health-service profession. 
This long awaited development should be the basis for a more optimis- 
tic perspective not only for dental journalism, but also for the general 
status of the profession. In addition to the increased editorial interest 
in journalism, there has also been a distinctly higher quality in the 
editorials in general. It has been the belief of the Commission that 
the intellectual leadership in dentistry must ultimately be assumed by 
the dental editors. Consequently, it is a source of keen satisfaction 
to observe that this group is demonstrating, through forward-thinking 
editorials, a consciousness of responsibility in leadership. 


(B) 

The year has also been productive of articles by the beneficiaries of 
the private-profit system of dental journalism. Most of these 
articles have been counter attacks. Some have presented superficially 
plausible arguments. Practically all have been colored with the 
pigments of self-interest, but none have attempted to meet the charge 
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of the Commission that the private-profit motive in, and the com- 
mercial control of, the journalism of a health-service profession are 
unsound and intolerable, and exert a demoralizing influence. The 
efforts of the proprietary interests editorially to defend their unten- 
able position resulted in a veritable avalanche of answering articles 
from advocates of non-proprietary journalism. It is not known 
whether the subsequent sudden termination of the campaign so vigor- 
ously inaugurated by the private-profit group was due to an exhaustion 
of the supply of their argumentative ammunition or to a realization 
that, in inviting an open discussion of the professional and journalistic 
principles involved, they were helping to expose themselves; however, 
no articles have emanated from the proprietary group for several 
months. 

In the main, the arguments of the private-profit editors have been 
based on their interpretation of the word “independent,” as they apply 
the term to a classification of dental periodicals. In this connection 
the following extract from the 1932 report of the Commission will be 
of interest. 

“The Commission realized soon after the inauguration of its work that, as 
there had been no previous similar study of either dental or medical journal- 
ism, it was on virgin soil and that, accordingly, it would be necessary to 
adopt a terminology before attempting to classify the periodicals. For over 
fifty years the term ‘independent’ has been used in referring to dental 
journalism owned by the profession, and free from all commercial relation- 
ships. In its early deliberations, the Commission used the term for the 
same purpose. It has found, however, that in practical application ‘inde- 
pendent’ is so broad in its literal definition, and is so frequently and de- 
liberately misinterpreted by those who would confuse the issue, that 
continued use of the term is not desirable. The Commission has adopted 
‘non-proprietary’ as a basic term to indicate this class of ownership of dental 
periodicals, and believes that the ‘independence’ of a periodical can be 
determined by a study of its ownership.’” 

The use of the term “independent” to indicate a journal independent 
of dental societies is an inexcusable perversion of the accepted meaning. 
The term “independent” as applied in politics, art, literature, law, and 
other similar fields, conveys by usage, not only the literal meaning of 


2 The Status of Dental Journalism in the United States; Report of the Commission on 
Journalism of the American College of Dentists, p. 56; 1932. 
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the word, but also the additional implication of advantageous separa- 
tion from some inimical influence. It is impertinent to use the word 
to describe a class of dental periodicals that are dominated by com- 
mercial interests, for dental leaders in protesting against trade-house 
control of the journalism of dentistry have employed the word “‘inde- 
pendent” for many years to emphasize the desirability of professional 
independence of such dominance. The editor of Dental Survey, in 
defense of this distortion of the term “independent,” submitted a letter 
for publication in the issue of the Journal of the Michigan State Dental 
Society for February 1934, from which we quote: 

“(The American Medical Editors and Authors Association] was founded 
in 1869 by Dr. Nathan Davis, the father of the American Medical Associa- 
tion. Many years ago they established and have continued to use this 
classification of independent and organization journals. The purpose of 
this fine old organization is, to quote from the Constitution of this organiza- 
tion Article I, Section II: ‘To obliterate factional strifes between independ- 
ent medical journals and organization journals, to exist in the fullest amity 
with each other and to realize the high ideals possible in medical journalism. 

. To be true creators and leaders as both classes of publications are essentially 
the same.’ Certainly if this spirit of codéperation existed for sixty-five years 
in the medical field it should exist in the dental field as well.” 

The editor of Dental Survey has either deliberately misstated the 
facts in relation to the foregoing, or is woefully uninformed regarding 
the history of the recently incorporated American Medical Editors and 
Authors Association. It is true that The American Medical Editors 
Association (note the difference in titles) was founded in 1869 by 
Dr. Nathan Davis. From 1870 until 1879 the Association held annual 
meetings, and devoted itself constructively to committee reports, and 
to discussions and resolutions concerning important problems then 
confronting the medical profession. In 1879 the organization adopted 
a resolution as follows: “We condemn the advertising of nostrums, 
patented and copyrighted articles in our journals.” The records 
indicate that from 1879 until 1901, excepting the social aspect, the 
Association was practically inactive. Thus it may be fairly said that 
the purposes for which the organization was founded by Dr. Davis in 
1869 were not promulgated to any important degree between the years 
1879 and 1901. It was not until the meeting of 1901 that the Associa- 
tion again became active, and first presented any regularly prepared 
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program of papers. According to Morris Fishbein, the Editor of the 
Journal of the American Medical Association, about 173 of the 230 
medical journals published at that time “‘were medical news and 
advertising sheets devoted primarily to the making of money for their 
publishers either directly, or indirectly through the promotion of 
medical schools, proprietary medicines or book publishing ventures.””* 
The membership of the American Medical Editors Association at that 
time contained a large representation of the private-profit interests in 
medical journalism who were beginning to show concern over the 
competition of the Journal of the American Medical Association and 
the various state medical journals. Whether this fact was related to 
the rejuvenation of the organization as a defense mechanism is not 
known, but such a conjecture is supported by its activity soon after 
1901, which is described elsewhere in this report. In 1923 the Associa- 
tion ceased to function. In 1928, a group of editors held a meeting in 
New York and decided to establish an editors association. While a 
number of the members of the old organization became identified with 
the new one, the latter was in no other important respect a continuance 
of the original Association. It became incorporated, and adopted a 
new name, a new constitution and by-laws, and a significant new 
objective, as quoted in the foregoing letter of the editor of Dental 
Survey. The name given to the new organization was “The American 
Medical Editors and Authors Association.”” So much for the history 
of these two organizations which the editor of Dental Survey has 
represented as being one and the same. 

At the time of the founding of the first of these two organizations 
(1869), journalism in medicine was essentially proprietary. The 
medical profession generally had not yet become sensitive about the 
publication of its scientific proceedings and papers in trade-house and 
other private-profit journals. Therefore, it was quite in accord with 
this condition that at that time no distinction was made in membership 
between editors of the proprietary and of the non-proprietary journals. 
It will be recalled that the Journal of the American Medical Association 
was not published before 1883, and that it was not until 1896 that 
medicine published its first research journal. Regardless of the status 
of medical journalism when the original Editors Association was 


3 Fishbein: New England Jour. of Med., 1928, 198, 26. 
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organized in 1869, by the turn of the century the leaders in the medical 
profession were urgently advocating that its periodical literature be 
published under non-proprietary auspices. The Journal of the 
American Medical Association and numerous state journals—which 
received their support from obligatory subscriptions from their 
memberships, and which because of their resultant enlarged circulations 
were favored by advertisers—were consequently competing seriously 
with the income of the mercenary interests in medical journalism. At 
this time the Medical Editors Association claimed, as does the Dental 
Editors Club today, that the proprietary journals of its members were 
“independent,” meaning, however, that they were independent of pro- 
fessional organizations. In the succeeding period the American Medical 
Editors Association devoted many of its papers and editorials to a 
defense of that system of journalism in which some of its active 
members held a financial interest. It is significant that the Dental 
Editors Club in 1933 endorsed a similar defense of private-profit dental 
journalism to the satisfaction of a number of its active members. The 
following quotations from the Proceedings of the American Medical 
Editors Association typify “the spirit of codperation”’ of that organiza- 
tion with the American Medical Association, its journal, its Council 
on Pharmacy and Chemistry, and the state journals: 

“There is a concerted movement on the part of the official journals—and 
the movement is no longer a secret, but is flaunted boldly in our faces—to 
kill off all the independent journals. Whether the movement will succeed 
or will prove a dismal failure we will let the future decide. But let us 
assume that the movement proved a howling success—that all independent 
journals had been killed off or had died of athrepsia, and that only the 
J. A. M. A. and the official State journals were left. Do you know, brother 
physicians—I am now speaking to the readers and not to the editors—what 
it would mean? It would mean the greatest calamity that could befall the 
medical profession of America. In short, we would have a medical bureau- 
cracy, strong, irresponsible, unscrupulous and comparable only to the 
Russian bureaucracy before the advent of the Duma. Wouldn’t that be 
the greatest calamity that could befall the medical profession? Let us hope 
that this calamity will never overtake us. Let us hope that all the truly 
independent, liberty loving, clear-sighted and far-seeing physicians will 
unite their efforts and will make their voice heard throughout the country” 
[1907, p. 86]. 
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“The chief agency which has disturbed the usual course of medical 
journalism during recent years has been the rise of the organization medical 
press” [1907, p. 89]. 

“T am led to make these reflections by a fragment of an editorial in the 
Journal of the American Medical Association of March 21st last with 
reference to the use of proprietary remedies or subscribing to medical 
journals which advertise such proprietary preparations as have not been 
approved by the Council on Pharmacy and Chemistry. One would think 
after a perusal of this editorial that the medical profession was still in the 
days of the Spanish Inquisition. It is plain to be seen that the organization 
journals have decidedly the best of the situation, and without the necessity 
for a struggle on their part; so why should they not be satisfied? That they 
have, to some extent, discomfited the independent journals is scarcely to be 
denied; and it is not strange, considering the natural advantages of the 
organs. And here let us notice the most frequent fling that the organs 
throw our way: they refer to the independent medical press as the ‘pub- 
lished-for-profit journals’ ” [1908, p. 52]. 

“Now, here comes another chapter in the development. These medical 
organizations have concluded that they no longer need nursing. They have 
suddenly taken it into their minds to start journals of their own, and have 
openly threatened to turn around and eat up their former nurses. This is 
the second class of medical journals—the National and State Medical 
Society journals. For them we have no criticism, and towards them no 
animosity. They fulfill a useful purpose and they have a right to a full and 
free opportunity for development. But in the light of certain loudly ex- 
pressed boasts of an intention to kill off every independent medical journal, 
your speaker thinks it not necessary hereafter to waste editorial space in 
giving them the hearty and generous encouragement he has done in the 
past. Let them alone to work out their own destiny” (1906, p. 16]. 

“Now, what are the practical conclusions in regard to this condition of 
affairs? In the first place, every society journal should be required to have 
a distinct subscription price entirely independent of the members’ dues. 
If not, then they should be required according to the law to pay full third- 
class postage. If they are required to stand upon their merits as medical 
journals, so that members may subscribe or not, as they prefer, and thus 
the unfair element in their competition be eliminated, there would be 
nothing but a warm welcome for them in the ranks of medical journalism. 
It is in my opinion decidedly improper, unseemly and unfair for an official 
medical journal to send out advertising agents and engage in scrambles for 
advertising patronage. It is most decidedly, most emphatically not the 
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province of an official journal to make money. It may carry a few an- 
nouncements of books, colleges, sanitariums, surgical appliances, etc., but 
I repeat it is extremely improper for a great medical society to publish its 
official journal on the money obtained from manufacturers, money usually 
obtained under pressure—the pressure being the prestige of the official 
journal and the good will of the profession of the State” [1906, p. 20]. 

“Tn looking over the journal field today, we find an innovation in the form 
of the State Society Journal, which has largely taken the place of the volume 
of transactions formerly issued by State Societies, and for this purpose it 
answers very well. The State Journal is a part of the great scheme of 
reorganization, however, and greater things are mapped out for it to do. 
The central idea of the powers that be, I understand, is to have a State 
Journal in every State in the Union, and by enlisting the support of mem- 
bers, by furnishing the journal apparently without cost of subscription, 
eventually to displace the so-called independent medical press, and crowd 
it from the field. This theory of a ‘Medical Journal Trust’ is given color 
by the formation recently of a State Journal Editorial Association and a 
drawing away from our own organization” [1906, p. 27]. 

“At present there is much unrest in certain quarters concerning the ad- 
mission of pharmaceutic advertising to the pages of the journals. Why not 
solve this perplexing question once for all by eliminating all advertising 
from the Journal of the A. M. A. and from the State Journals?” [1906, p. 27]. 

“To eliminate the advertising from the State Journals would be to remove 
much of the objection to them both in and out of the associations. There is 
a decided sentiment that if they are to be conducted as money-making 
enterprises, then the members should participate in same, and not be 
taxed by dues to support them. 

“This also applies with even greater force to the Journal of the A. M. A., 
with its annual revenue of more than a quarter million dollars!” [1906, p. 27]. 

“State journals with the subscription support of the component member- 
ship, and a deserved loyal allegiance from that membership, might become 
a more or less formidable problem to a part, at least, of the independent 
press” [1908, p. 102]. 

“After a few editorials of the above character appeared in the J. A. M. A., 
Philip Mills Jones, the microcephalic editor of the California State Journal of 
Medicine, who merely dances to the tune of the whistle of the J. A. M. A., 
considered it his duty to chime in with a few weak squeaks, and the few 
editorials that appeared in the last three issues of his journal, though 
utterly devoid of sense, were full of malice and misinformation .. .” [Jour. 
Amer. Med. Ed. Assoc., 1914, 1, 79]. 
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Although the editors of the proprietary medical journals at that 
time claimed that their periodicals were “independent,” an editorial 
in the Journal of the American Medical Association (January 20, 1912, 
p. 198) stated to the contrary in the following language: “Such jour- 
nals, it is true, are independent of the medical profession, but they 
are subserviently dependent on the manufacturers of proprietary 
remedies whose advertising appropriations support them.” In sub- 
stantiation of this opinion is the following subsequent statement of an 
editor of a proprietary medical journal, and a member of the American 
Medical Editors Association who, in 1913, was apparently courageous 
enough to speak an unpleasant truth: 

“And this brings me to a remark which will not be relished by many 
editors, but which is the absolute truth: that most of the editors of medical 
journals are hired slaves, slaves who are as much afraid to utter an opinion 
contrary to the wishes of the publisher as is any wage-slave in a shop or 
factory afraid to say something displeasing to the foreman or the boss. It 
is a sad statement to make, but it is true. The man who owns your job 
owns your life; and whether you get $2,000 or $5,000 or $10,000 a year, if 
you depend upon your employer’s whims or wishes for your position you 
are a wage-slave all the same. The difference between the Saturday pay 
envelope containing $12 and the annual salary of $12,000 is a difference in 
degree and not a difference in kind, and as long as the system of wage-slavery 
and salary-slavery lasts so long will hired editors remain slaves, remain the 
mouth-pieces of their publishers without courage to utter their real opinions. 
I must say that on this point I must agree with the J. A. M.A. When it 
says that the independent medical journals are independent in name only, 
it tells the truth. They are not independent in the true sense of the word; 
they are dependent on the wishes and the policy of the publisher. Only 
the editor who owns or practically owns his journal can afford to be truly 
independent. Even he is sometimes a coward, for it is true that the editor 
who does own his journal is sometimes afraid of his advertisers, and what is 
just as bad, afraid of losing a subscriber. But at any rate if he ever wishes 
to be independent there is at least nobody to say him nay. My second 
advice to the independent medical editor is to develop some real inde- 
pendence, to assert his independence, to get some stiffness into his backbone 
and refuse to be merely a pliant tool of his publisher” [Jour. Amer. Med. 
Ed. Assoc., 1914, 1, 79]. 

The editor of Dental Survey, in his letter to the Journal of the 
Michigan State Dental Society, quotes a section of the by-laws of an 
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organization of medical editors and authors founded in 1929, and holds 
it up to the dental profession as an example of a “spirit of coéperation 
[that] existed for sixty-five years in the medical profession [and which] 
should exist in the dental field as well” [italic not in original]. The 
Dental Survey editor errs in two important particulars. In the first 
place, according to the foregoing series of quotations there was not 
only no codperation between the American Medical Editors Associa- 
tion and the non-proprietary journals of medicine, but instead there 
was an ill concealed bitterness among the influential members of the 
Association over the inroads made on the business of their proprietary 
journals by the periodicals of organized medicine. The second error 
is in quoting a by-law adopted in 1929 to prove the existence of a 
sixty-five-year old policy. It is a fact that the by-laws of the American 
Medical Editors Association, which was organized in 1869, did not 
include the by-law quoted by the editor of Dental Survey. This by- 
law was not adopted until 1929, by the American Medical Editors 
and Authors Association. 

In the Commission’s report in 1932 it was stated that it would be 
unfortunate for dentistry to compare its virtues with the sins of any 
other profession. In this connection it is the opinion of the Commis- 
sion on Journalism that the statements contained in the constitution 
of the American Medical Editors and Authors Association, to the 
effect that both proprietary and non-proprietary periodicals are es- 
sentially the same, is a doctrine that will not bear analysis. To be sure, 
they are all periodicals, just as all medical schools are teaching institu- 
tions; but no medical man of intelligence and responsibility would 
dare to state that the proprietary and non-proprietary medical schools 
are “essentially the same.”” The Commission is convinced that this 
declaration of the American Medical Editors and Authors Associa- 
tion, and the following quotations from articles published in the official 
organ of the Association, do not speak for the intellectual and unselfish 
leadership of the medical profession: 

“But this task is not so impossible as it sounds, for there are medical 
journals as well as other publications, which are relatively independent, in 
that they are not the official mouthpieces of any society, organization, 
group or clique, and acknowledge as their masters only their public and their 
advertisers. This acknowledgment of a degree of subserviency will not 
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seem out of place or degrading if we remember how a Great Teacher, who 
walked among us some centuries ago, once remarked, ‘He who would be 
great among you, let him be a servant’ ” [Medical Mentor, 1929, 1, 7]. 

“One should not condemn a journal because it accepts substandard 
advertisements, but each journal should be urged to eliminate gradually 
the questionable secret advertisements, deleting the worst first. The 
journals and their stockholders cannot be forced to do business at a loss. 
The journals that financially can should refuse to accept advertisements of 
all secret nostrums and of all preparations the names of which are indicative 
of cure or are so camouflaged as to conceal their true active contents, which 
are generally some simple, well known drugs” [Medical Mentor, 1930, 1, 213}. 

The Commission on Journalism, in alluding to medical journalism 
as an example and inspiration to dentistry, has of course always re- 
ferred to the non-proprietary medical journals. It seems quite typical, 
however, that the private-profit dental editors should attempt to 
elevate their status by adopting, for dental journals, a non-acceptable 
classification of medical journals originated by a group of medical 
editors who, in the early part of the century, openly fought the progress 
of non-proprietary medical journals. The private-profit interests in 
dental journalism, in defending themselves against their arraignment 
by proponents of non-proprietary journalism, have attempted to 
indicate that the medical profession does not discriminate between 
trade-house and non-proprietary medical journals, and cite as their 
authority a clause in the Constitution and By-laws of the American 
Medical Editors and Authors Association (1929) that reads “both 
classes of publications are essentially the same.”” However, the fol- 
lowing statement from the editor of the Journal of the American 
Medical Association in 1927, and an editorial in the Journal of the 
American Medical Association in 1931, certainly reflect more accurately 
the opinion of the medical profession regarding its journalism: 

“The periodicals published in medicine in the United States today are 
susceptible to various classifications. Such periodicals as The Journal of 
the American Medical Association and the Boston Medical and Surgical 
Journal constitute journalism in every sense of the word. They provide 
the records of scientific advance, comment on the activities of the world 
related to medicine, the news of the day, answers to questions, book reviews, 
abstracts of literature, and what not. In the medical specialties a few 
publications likewise render journalistic service at somewhat rarer intervals. 
Many staid and dignified publications like the Archives of Surgery, Archives 
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of Internal Medicine, Journal of Experimental Medicine and Journal of 
General Physiology limit themselves wholly to original contributions. The 
state medical journals and the bulletins of many county societies provide 
announcements of meetings and economic discussions. Such pseudoscien- 
tific journalistic rubbish as the Medical Brief, the Medical Standard, the 
Doctor’s Factotum and the Medical Economist are still promoted, as they 
may perhaps always be, to attract the shekels of the unwary physician by 
appeals to selfishness, cupidity, and the baser emotions to which doctors 
as well as other men occasionally succumb” [New England Jour. of Med., 
1928, 198, 26]. 

“Medical economics and medical business—For some time physicians 
have been receiving regularly and complimentary a publication known as 
‘Medical Economics: The Business Magazine of the Medical Profession.’ 
The contents of this periodical are devoted largely to the problem of making 
money out of medical practice. It is apparently little if at all concerned 
with medical ethics or medical ideals, except so far as these may interfere 
with the matter of making money. Indeed, the ethics and ideals of the 
publication itself would seem to be controlled largely by such a point of 
view, since the vast majority of its space is devoted to the advertisements 
of products of many manufacturers whose preparations could not possibly 
be passed by the Council on Pharmacy and Chemistry of the American 
Medical Association. Moreover, even those manufacturers who codperate 
largely with the Council find in this alleged medical publication an outlet 
for the announcements of their products that the Council will not accept. 
The periodical serves perhaps thus as a directory of unscientific and un- 
acceptable therapy. At a time when economic considerations may make 
many physicians hesitate on the borderland that separates high ideals and 
strict honesty from commercialism and unethical conduct, a warning is 
perhaps in order against the following of strange gods. While the periodi- 
cals of the organized medical profession are trying to make physicians 
realize that only the maintenance of the traditional ideals of the profession 
can avert attempts by corporations and by the state to reduce medicine to 
a trade, such commercialized publications as ‘Medical Economics’ are 
endeavoring to make the physician essentially an advance agent for the 
manufacturers of nostrums and unscientific proprietary preparations. The 
periodical comes to the doctor for nothing, a price that is perhaps beyond 
its merits. There is an old, old, proverb that seems to require frequent 
repetition: ‘Beware the Greeks bearing gifts’” [Jour. Amer. Med. Assoc., 
1931, 96, 1404]. 

As the Dental Editors Club lists among its members some who are 
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editors of non-proprietary dental journals, so does the American Medi- 
cal Editors and Authors Association enroll a number of editors of 
non-proprietary medical journals, but it is significant that, in the 
memberships of both organizations, the most highly respected journals 
of the professions are conspicuous by the absence of their editorial 
representatives. It is of interest further that of the four medical 
periodicals scathingly denounced in the two foregoing quotations, 
three are represented by one or more of their editors in the membership 
of the American Medical Editors and Authors Association. 

This entire issue may be summarized as follows: the editor of 
Dental Survey has attempted to justify his misuse of the word “‘inde- 
pendent” in classifying trade-house and private-profit dental journals 
by two main arguments; (1) the medical profession views its proprie- 
tary journals as “independent,” and (2) the medical profession, as repre- 
sented by the American Medical Editors and Authors Association, has 
for sixty-five years maintained a policy of coéperation between the 
non-proprietary and the private-profit journals of medicine. The first 
point is completely answered by an editorial in the official organ of the 
medical profession in America, the Journal of the American Medical 
Association, as quoted above on page 132. It characterizes the 
“independent” medical journals as being independent in name only. 
The second point is refuted by the following facts: (a) The American 
Medical Editors Association openly opposed the development of non- 
proprietary journals in medicine. (b) The American Medical Editors 
and Authors Association, which has for one of its objectives the ob- 
literation of “factional strifes between independent medical journals 
and organization journals,” was not organized until 1929; conse- 
quently, there has not been such a “sixty-five-year old policy,” as the 
editor of Dental Survey claims. (c) A medical editors organization 
that formally recognizes no essential difference between trade-house 
and non-proprietary medical journals cannot be accepted as promulgat- 
ing the standards of professional journalism toward which the dental 
profession is striving. 

The Commission hopes that this extensive presentation of the facts 
and related arguments on the subject may contribute to the definite 
conclusion that “independent dental journalism” does mean—and 
“independent medical journalism” should mean, if it does not—com- 
plete freedom from private-profit motivations and self-interest. 
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It has come to the attention of the Commission that the editor of 
Dental Survey and other members of the Dental Editors Club have 
recently sought membership admission to the American Medical 
Editors and Authors Association.‘ It would seem that this might be 
a happy way out for the Club in its present incongruous position in a 
profession that is rapidly eliminating commercialism from its periodical 
literature. The Commission would add, however, that dentistry’s 
gain, in the emigration of a group of dental editors that defend the trade- 
house system of journalism, would be medicine’s loss in the augmenta- 
tion of an editorial group that recognizes no essential difference be- 
tween proprietary and non-proprietary journalism. 

The existing problemsof dental journalism are primarily professional 
and ethical. Consequently, any classification of journals that is based 
upon some factor other than the ownership of the periodicals, and the 
proclivities of that ownership and its editorial agencies, is neither ap- 
plicable nor sound; even though the editors of private-profit journals 
squirm under the implications of the resulting unpleasant segregation. 
The entire disagreement may be summarized as being between those 
who disinterestedly and unselfishly seek for dentistry a fine, highly 
respected and responsible journalism, as against those whose primary 
interest in dental journals seems to be the exploitation of dentistry 
and dentists for salaries and corporation dividends, or to maintain 
and enhance capital investments to these ends. 

In the opinion of the Commission there will be a gradual disappear- 
ance of proprietary dental periodicals, and this desirable change will 
follow (a) greater professional sensitiveness on the question of com- 
mercial control of professional journalism; (b) lowered respect for the 
private-profit journals; (c) decreasing necessity for private-profit 
journals; and (d) drying up of the sources now supplying private- 
profit journals with important literary contributions. 


(C) 

In 1932 the report of the Commission contained a series of rec- 
ommendations for the improvement of dental journalism. Some 
recommendations were intended for immediate action; others were 
to be held in abeyance until the natural forces of evolution could 


4 Medical Record: 1934, p. 624; June 6. 
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become effective, and thus possibly make unnecessary the procedures 
proposed. The Commission believes that the College, despite its 
continued active interest in the journalism of our profession, would 
be adverse to artificial developments in the field, and would prefer 
to derive satisfaction from observing a steady, natural evolution. 
It is felt, however, that one of the principal réles of the Commission 
is to detect, by continuous and intensive study, any directions in 
which the evolution of our journalism may be lagging, and to draw 
attention to such backwardness by appropriate recommendations. 
About two years have elapsed since the following recommendations 
in our report in 1932 (I-IV, in italics, pages 135-142, below), were 
adopted by the College, and it would seem to be appropriate to 
survey the present situation and include in this report a review of 
the results obtained. 

I. An immediate increase in the publishing capacity of the non-pro- 
prietary journals in dentistry is recommended so that the profession may 
be able to publish all its important current literature in iis own periodicals; 
this develo pment to be brought about by: 

(a) Increase in the total number of pages per volume of existing non- 
proprietary periodicals. There has been no marked increase in the 
number of pages published. Considering the economic conditions 
during the period, this has not been surprising. These conditions 
have seriously reduced advertising income, which in turn has dis- 
couraged expansion of non-proprietary periodicals. When it is real- 
ized that popular priced lay-magazines have been severely affected, it 
should not be a source of discouragement to dentistry that, during the 
same period, non-proprietary professional periodicals have been un- 
able to increase their pages. In addition to the problem of advertise- 
ments, the income of dental organizations has also been seriously 
impaired as a result of resignations and unpaid dues of members. 

(b) Increase in the frequency of publication of existing non-proprietary 
periodicals. The conditions that prevented increase in the total 
number of pages have also interfered with increase in frequency of 
publication. 

(c) Amalgamation of existing non-proprietary dental journals having 
small circulations and insufficient financial resources to create unit 
journals of strength and importance. No general movement toward 
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amalgamation of non-proprietary journals has been noted. However, 
the Bulletin of the Los Angeles County Dental Society discontinued 
publication in December 1933, and the society now has a section in the 
Journal of the Southern California State Dental Association. This is 
the type of development that will strengthen our journals. The Com- 
mission has knowledge of efforts that are being made to bring about 
other amalgamations, but overemphasis on local interests by small- 
circulation journals on the one hand, and lack of generosity and 
understanding among large-circulation journals on the other, are 
currently preventing important progress in these situations. The 
Commission is ready to offer its services and facilities in any negotia- 
tions that may be inaugurated. Feeling that some obvious advan- 
tages in amalgamations are being overlooked, the Commission intends 
during the next year to propose certain specific developments. 

(d) Conversion of historically important trade-house publications into 
non-proprietary journals by appropriate negotiations between owners of 
such periodicals and representatives of responsible professional organiza- 
tions. The conversion movement has definitely begun and the outlook 
is highly gratifying. As indicated in the 1932 report, your Commis- 
sion is convinced that it would be advantageous for all concerned, if 
the ownership of some of the historically important proprietary jour- 
nals could be passed to responsible dental organizations. (1) In 1933 
the Texas Dental Journal, since 1883 published and owned by the 
A. P. Cary Company, was transferred to the Texas Dental Society, 
which now publishes the journal. (2) The Pacific Dental Gazette, 
after forty years under trade-house ownership, changed its name in 
February 1933 to Pacific Dental Gazette and Journal of the Southern 
California State Dental Association. In December 1933, the Gazette 
was discontinued as a publication of scientific proceedings and as the 
official organ of the Southern California State Dental Association. 
The following statement by the owners of the Gazette [Dec. 1933, p. D] 
is of interest: “Of late years, there has been a growing feeling on the 
part of the profession, that their literature should be strictly under 
their own control—and in this contention they are probably correct” 
[italic not in original]. The Southern California State Dental Associa- 
tion now publishes its own journal. Subsequently, the Edwards 
Company announced that a new Pacific Dental Gazette would be pub- 
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lished as a frank trade-house periodical for its advertising value to the 
house. No scientific proceedings are included and it is edited by one 
of the firm, a layman. In its first issue appears the following state- 
ment: “It will be what is known as a ‘Trade Journal,’ designed to 
carry our trade messages to our customers” [Jan., 1934]. (3) The 
Commission has been reliably, although not officially, informed that 
decision has been made regarding the transfer of ownership of a well- 
known corporate journal. It has also been informally reported to the 
Commission that further preliminary conversations have taken place 
that may result in conversion of ownership of another important 
trade-house journal. 

(e) Creation of new non-proprietary periodicals by (1) dental societies 
having large memberships. New periodicals have been established by 
the American College of Dentists, the Dental Society of the State of 
New York, Southern California State Dental Association, New York 
Academy of Dentistry, American Society for the Promotion oi Den- 
tistry for Children, Detroit Dental Society, Queens County (N. Y.) Den- 
tal Society, Northern District Dental Society of New York, and the 
Tufts Dental Clubof New York. In January 1934 the first issue of the 
Journal of the American College of Dentists was published. The 
Editorial Board of the Journal, of which the Assistant Secretary of the 
College, Dr. Gies, is acting as Executive Officer, is composed of the 
College Officers and Regents. At present the publication is being 
issued as a quarterly of thirty-two pages. However, it is already 
apparent that more pages will be required to fully publish the proceed- 
ings of the College, and the important contributions of its Fellows on 
the dental problems of the day. Volume 1, No. 1, of the Journal of 
the New York Academy of Dentistry was issued in March 1934. The 
leading spirits in the Academy have long been identified with the non- 
proprietary journalism movement in dentistry. It seems most ap- 
propriate that the Academy, which includes the advancement of dental 
journalism as one of its constitutional objectives, should activate its 
ideals by the publication of its own journal. 

(2) Sectional groups of societies having smaller memberships. It is 
frankly disappointing that certain geographic sections of the country 
have not initiated steps toward establishing sorely needed sectional 
journals. The closest approach to such an accomplishment has been 
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made by North-West Dentistry, published by the Minnesota State 
Dental Association, which has invited the state dental societies of 
North and South Dakota and Montana to utilize that journal as their 
official organ. The Commission hopes during the coming year to 
stimulate additional developments along these lines. 

(3) Various societies representing dental specialties. It is understood 
that the American Society of Orthodontists is currently giving serious 
study to the desirability of publishing the organization’s proceedings 
under its direction. Intimations have been made that a happy accord 
to such an end may be reached in collaboration with the owners of one 
of the proprietary journals. While the specialty of pediodontia is 
comparatively young, it is of more than passing interest that the 
American Society for the Promotion of Dentistry for Children has 
early recognized the importance of establishing its own journal, The 
Review of Dentistry for Children. 

(f) Creation of the journal to be known as “Dental Abstracts.” Your 
Commission regrets to report that the necessity of waiting for the 
March 1934 meeting of the International Association for Dental 
Research, for action on the question of transfer of ownership of the 
Journal of Dental Research to that body, has interfered with the 
initiation of steps to establish “Dental Abstracts.” It is expected, 
however, that before many months all the details connected with the 
reorganization of the Journal of Dental Research will have been com- 
pleted. The Commission believes that the College having committed 
itself to participate in supporting this Journal would not wish to as- 
sume additional responsibilities until some of the current uncertainties 
are eliminated, such as would be incurred by establishing “Dental 
Abstracts.” 

II. An organization of the editors of all the non-proprietary dental 
periodicals is recommended. The American Association of Dental 
Editors was organized in October 1931. It has met annually since, is 
devoting its energies to the advancement of non-proprietary dental 
journalism, and has undertaken a constructive program. Its member- 
ship contains the editors of most of the non-proprietary journals. 

(a) Such an association could further the cause of non-proprietary 
journalism by mutual agreement to insist upon a higher type of dental 
literature by eliminating: (1) articles containing nothing new or timely. 
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There is still a general tendency for editors to publish papers contain- 
ing material that has been printed and reprinted times without end. 
Probably most of the fault lies in the program committees that select 
the essayists, rather than with the editors; nevertheless, the influence of 
the editors should be mae effective in correcting these conditions. 

(2) Material of poor literary or scientific quality. The same comment 
might be offered in relation to this recommendation. 

(3) Papers lacking in a sense of professional responsibility. (4) 
Contributions of pseudo-research. (5) Literature not free from the 
appearance of commercialism. ‘The Commission has noted few impor- 
tant deviations from the principles implied in recommendations (3), 
(4) and (5). The principal exception has been the Bulletin of the 
Chicago Dental Society. On a number of occasions this publication 
inserted, as literature, short articles “puffing” and “boosting” certain 
of its advertisers. This procedure detracts from the dignity of the 
Bulletin and disregards the advertising code adopted by the American 
Association of Dental Editors. The Association could expand its 
usefulness greatly by emphasizing the importance of the responsibility 
of the editors in such matters. 

(b) Disallow the reprinting, by commercial interests, of articles appear- 
ing originally in non-proprietary dental journals. If this principle has 
not been followed in practice, no exceptions have been brought to the 
attention of the Commission. 

(c) Create a high standard for the acceptance and publication of 
advertisements. At the annual meeting in 1932, the American Associa- 
tion of Dental Editors adopted a code on the publication of advertise- 
ments that was to become effective on January 1, 1934.5 While many 
journals represented in the membership have strictly adhered to the 
adopted code, some still disregard its provisions. The most serious 
fault seems to be in accepting advertisements of therapeutic products 
not accepted by the Council on Dental Therapeutics of the American 
Dental Association. It is respectfully brought to the attention of the 
owners and editors of non-proprietary periodicals that they stand in a 
position of unusual responsibility in accepting advertisements for their 
journals. Only by proper discrimination in such matters can the 


5 Proceedings of the American Association of Dental Editors: Jour. Den. Res., 1933, 
13, 293. 
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dental profession maintain a dignified, professional attitude in relation 
to the present trend toward fair and truthful advertising of therapeutic 
remedies. ‘The five provisions of the adopted code follow: 

(1) “Only such therapeutic remedies or dentifrices as have been ap- 
proved by the Council on Dental Therapeutics of the American Dental 
Association shall be advertised. 

(2) “Advertisements of products not under the jurisdiction of the said 
Council shall be acceptable only if they meet the requirements of (a) truth 
in statement, (b) reasonableness in claim, and (c) dignity in presentation. 

(3) “Advertisements shall be confined to the advertising section, to the 
inside and outside of the back cover, and to the inside of the front cover. 
In keeping with this provision, advertisements shall not be distributed on 
or among the pages devoted to professional affairs. 

(4) “Complimentary references to individual advertisers or their prod- 
ucts (commonly referred to as “puffs” or “boosts”) shall be avoided, but 
it shall not be considered improper to refer to the advertisers as a group. 

(5) “Only such advertisements shall be acceptable as are frankly pre- 
sented as advertisements. No advertisements shall be acceptable that 
have the appearance of being scientific articles, editorials, or anything else 
than advertisements, for they would not meet the requirements of honesty 
and integrity specified in A, (2), above.” 

In an effort to ascertain the extent to which this advertising code, 
as adopted by the American Association of Dental Editors, had been 
put into effect, the Commission in June 1934 circularized the members 
of the Association.* The following periodicals comply with all the 
foregoing provisions: Journal of the California State Dental Asso- 
ciation, Contact Point, Bulletin of the Hudson County [N. J.] Dental 
Society, Illinois Dental Journal, Iowa Dental Bulletin,’ Bulletin of 
the Missouri State Dental Association, Journal of the Nebraska State 
Dental Society, New Jersey State Dental Journal, Bulletin of the 
North Carolina Dental Society, North-West Dentistry, Dental Out- 
look, Bulletin of the Second District [N. Y.] Dental Society, Journal 
of the Tennessee State Dental Association,and Year Book, Alumni Asso- 
ciation, College of Dentistry, University of Southern California. The 
following periodicals comply with all the articles of the code with the 

6 Several of the periodicals represented in the American Association of Dental Editors 
carry no advertisements, and consequently have found it unnecessary to take action on 


the recommendations. 
7 One-hundred-percent effective at the termination of one advertising contract, which 


expires about September 1, 1934. 
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exceptions noted—numerals in parenthesis refer to the articles not 
adopted: Dental Bulletin—Houston Dental Society, Texas—(3), 
Florida Dental Journal (3), Harvard Dental Record (3), Journal 
of the American Dental Hygienists Association (3), Bulletin of 
the Kansas State Dental Association (1), Bulletin of the Kings 
County [N. Y.] Dental Society (1), Journal of the Michigan State 
Dental Society (1), New York Journal oj Dentistry (1), Official Bul- 
letin of the Odontological Society of Western Pennsylvania (3), Jour- 
nal of the Ohio State Dental Society (1). 

It will be noted that the provisions in articles 2, 4, and 5 of the code 
are being followed without qualification by all respondents to the 
questionnaire. Article (1), having to do with limitation of advertise- 
ments to those accepted by the Council on Dental Therapeutics, is 
adhered to by the large majority. Lack of unanimous support of this 
article is due apparently to (a) non-realization of its importance, and 
(b) misapprehension regarding ability to finance the publications with- 
out the support of advertisements of non-accepted products. The 
Commission believes that one of the most constructive contributions of 
the American Association of Dental Editors would be its sponsorship 
of a campaign to bring about 100 percent adoption of Article (1) by 
its membership. Although the restrictions of Article (3) have been 
observed by most of the respondents, the Commission believes that 
the stated reasons for non-conformance by the others are sound and 
reasonable. There are problems of page make-up that stand in the 
way of adoption of the provisions of Article (3), especially by some of 
the periodicals having a small number of pages. It is suggested that 
the periodicals hold as closely as possible to Article 3 as an ideal, even 
though it may not be practical at present to adhere strictly to all its 
provisions. The Commission feels that dental journalism is being 
definitely advanced by the fine spirit demonstrated in these matters by 
the members of the American Association of Dental Editors. 

(d) Standardize terminology in the titles of non-proprietary periodicals 
... Specifically dealing with the two titles, Journal and Bulletin. Num- 
erous changes in the titles of periodicals have been noted. A study of 
the alterations, as presented in the 1933-report of the Commission on 
Journalism® indicates that the changes in title are in conformity with 
its recommendations. 

8 Report of the Commission on Journalism: Jour. Amer. Coll. Den., 1934, 1, 16. 
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III. Your Commission recommends that the American College of 
Dentists originate a gold medal to be known as “The Editorial Medal of 
the American College of Dentists,” a duplicate of the same to be awarded 
annually to the dental editor who writes and publishes the outstanding 
editorial of the year. A committee is now functioning and will select 
the 1934 editorial that merits the award, the writer of which will 
receive the medal at the convocation of the College in 1935. 

IV. The Commission recommends that the American Dental Associa- 
tion sponsor, as soon as conditions permit, a new monthly periodical to be 
given some such general name as ““The American Dentist,” to be distributed 
gratis to every dentist in the United States. The Commission becomes 
more and more convinced that there is a place for a non-proprietary, 
popular-style, gratis-distribution dental journal with a circulation 
equal to the total number of dentists in the United States. If journals 
of the type of Oral Hygiene and Dental Survey can be made profitable 
business ventures, why could not such a journal as that recommended 
by the Commission to the American Dental Association in 1932 also 
be successful? Such a periodical, which could be made a very effective 
agency in dental affairs, should have the sponsorship of a national 
dental organization. If the American Dental Association takes no 
action on this proposal, i¢ is recommended that the College undertake 
publication of such a journal on a basis involving no financial liability 
to the College. 

V. At the Memphis Convocation in October, 1931, the Commission 
recommended that the College open negotiations with the owners of the 
Journal of Dental Research to find a basis which would assure the future 
publication of the Journal possibly through sponsorship of the College. 
The Commission instituted negotiations with several societies in the 
same year, and through a long process of study and elimination of 
various plans, the editors voted in 1933 to recommend that ownership 
of the Journal be transferred to the International Association for 
Dental Research. This the management of the Journal ratified, and 
the action was formally completed on March 17, 1934, when the 
Association voted to accept the offer of the Journal of Dental Research, 
Inc. In connection with the transfer of ownership of the Journal, the 
Commission thoroughly endorses the sentiment expressed in the 
following quotation from the editorial notes in the issue of the Journal 
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of the American College of Dentists for January 1934: “It is to be hoped 
that the example of the Journal of Dental Research—which has never 
been a commercial project—will be carefully considered, as something 
to emulate, by the owners of the few remaining proprietary journals 
that purport to represent dentistry.” As this report is written (July 
15), the following societies have indicated to the International Associa- 
tion for Dental Research their intention to contribute to the support 
of the Journal by contributions and subscriptions of their members: 
Academy of Stomatology (Philadelphia), Allied Dental Council 
(N. Y.), American Academy of Dental Science, American College of 
Dentists, American Stomatological Association, Andrews (Robert R.) 
Society for the Promotion of Dental Research [Dental School of Tufts 
College], First District Dental Society of the State of New York, 
Kings County [N. Y.] Dental Society, New York Academy of Dentis- 
try, Odontographic Society [Chicago]. 


(D) 

Interested dentists frequently inquire regarding the progress made 
in dental journalism since the Commission began its study in 1928, 
and supplement their main interrogation with a number of detailed 
questions. Believing that similar questions may be in the minds of 
many Fellows of the College, the Commission presents these questions 
and answers: 

(a) “Has any actual professional recognition been withdrawn from 
trade-house dental periodicals? (b) Are there any dental societies that 
have not refrained from publishing their proceedings in trade-house 
periodicals? Probably the most effective answer to these questions is 
to point out that in 1928 in one important trade-house journal, approxi- 
mately 47 percent of its 170 articles had been read to dental societies: 
whereas in 1933 but 28 percent of its articles had been so presented. 
On the 1928-list of these societies appeared the names of twenty-five 
important American dental organizations. To-day, seventeen of these 
twenty-five societies publish their proceedings in their own journals. 
Among the important dental societies, some of whose papers were 
published in 1928 in the journal referred to above, or that designated it 
as their official organ of publication in that year but which now publish 
their own periodicals, are the following: Alameda County [California] 
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Dental Society, American Academy of Periodontology, American 
Dental Assistants Association, American Society for the Promotion of 
Dentistry for Children, Eastern Association of Graduates of the Angle 
School of Orthodontia, Florida State Dental Society, Maryland State 
Dental Association, New Jersey State Dental Society, Pennsylvania 
State Dental Society, Virginia State Dental Association. The Texas 
State Dental Society, which for many years published its proceedings 
in a trade-house journal, in 1933 acquired the Texas Dental Journal 
as a result of highly commendable and progressive action by the A. P. 
Cary Company. The Southern California State Dental Association, 
which formerly published its proceedings in the Pacific Dental Gazette, 
now issues its own Journal of the Southern California State Dental 
Association. Until 1931 the Oregon State Dental Association pub- 
lished its proceedings in a private-profit journal, The Northwest Journal 
of Dentistry. It now publishes its own Journal of the Oregon State 
Dental Society. 

On December 31, 1931, there were twenty private-profit periodicals 
rated as “journals.” Of this group, a total of eleven published 
scientific proceedings or essays of dental societies. Of these eleven 
journals, seven have either been discontinued or have had all society 
proceedings taken away from them, for publication in non-proprietary 
journals. Theonly remaining proprietary journals that are designated 
as official organs of publication of American dental societies are the 
following: 

Dental Cosmos: Dental Society of the State of New York, Connecticut 
State Dental Society, New England Dental Association, Academy of 
Stomatology of Philadelphia, Pennsylvania Association of Dental Surgeons, 
Philadelphia County Dental Society. 

Dental Items of Interest: Second District Dental Society of the State of 
New York. 

International Journal of Orthodontia and Dentistry for Children: Ameri- 
can Society of Orthodontists, Southwestern Society of Orthodontists, 
Southern Society of Orthodontists, Rocky Mountain Society of Ortho- 
dontists, Alumni Society of Dewey School of Orthodontia, Alumni Society 
of the International School of Orthodontia, New York Society of Ortho- 
dontists, Pacific Coast Society of Orthodontists. 

Southwestern Dental Mirror: Dallas County Dental Society, East Texas 
Dental Society. 
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Of the eleven dental societies for which Dental Cosmos was the official 
journal in 1930, only six societies continue to so‘designate that periodi- 
cal; of these, three are located in Philadelphia, the headquarters of the 
S. S. White Dental Manufacturing Co. 

In January 1934, Dental Cosmos issued what it characterized as its 
Seventy-fifth Anniversary Number. Completely ignoring the per- 
tinent questions on principles publicly submitted to its owners by the 
Commission on Journalism in 1932, Dental Cosmos apparently sought 
to consolidate its position in dental journalism, not by defending the 
system of trade-house journalism, but by glorifying itself with the aid 
of prominent dentists who contributed articles to its self-flattering 
anniversary number. There were woven into what was supposed to 
be an historical review of dental progress, numerous laudatory com- 
ments on, and exaggerations of, the importance of the rdéle of this 
journal and its trade-house owner in the advancement of the dental 
profession. For instance, Dental Cosmos included in its anniversary 
number one section entitled “Dental chronology: record of the history- 
making events of dentistry from the year of its organization as a pro- 
fession.”” It is typical of the trade-house perspective that although no 
mention was made of anyof such highly important events as the date of 
the founding of the Dental Educational Council of America in 1909, 
the establishment of the Journal of the American Dental Association 
in 1913, or of the Journal of Dental Research in 1919, the founding of 
the International Association for Dental Research in 1920, the admis- 
sion of dental organizations into the American Association for the 
Advancement of Science in 1931, or the founding of the American As- 
sociation of Dental Editors in 1931, the following items were listed 
as of “history-making” importance: 

1847 Dental News Letter established [S. S. White Company] 

1859 Dental News Letter merged in the Dental Cosmos 

1872 James W. White became editor of the Dental Cosmos 

1891 Edward C. Kirk became editor of the Dental Cosmos 

1893 The Dental Cosmos published daily during World’s Columbia 
Dental Congress 

1918 L. Pierce Anthony became associate editor of Dental Cosmos 

1930 L. Pierce Anthony became editor of Dental Cosmos 

1934 The Dental Cosmos celebrates its 75th Anniversary 
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It is the opinion of the Commission that the “history-making”’ signifi- 
cance of most items in the foregoing “dental chronology”’ is debatable. 
The loss of the support of the various societies that have for many 
years designated trade-house journals as their official organs of pub- 
lication, and the decreasing prestige of these periodicals owing to 
rapidly developing displeasure over the insistent continuance of trade- 
house dental journalism, prompts the Commission to offer the prophecy 
that the literary contributions of those who allow themselves to be 
used in futile attempts to glorify a discredited order of dental journal- 
ism will prove to have been just the placing of wreaths, by old as- 
sociates and admirers, on the waiting sepulchre of a moribund system. 
The Commission regrets to call attention to the fact that dental 
societies in the Empire State continue to be the principal contributors 
to two of the remaining three trade-house journals that still exploit 
society proceedings. ‘The recent inauguration of a state society bul- 
letin through the personal efforts of the president, Dr. Jay G. Roberts, 
may indicate the speedy development of a more progressive regime. 
The Second District [N. Y.] Dental Society is the only one that 
publishes its proceedings in Dental Items of Interest. For many years 
' the editor of “the Ziems’’ has been a most influential member of the 
Society, which subscribes en bloc for the trade-house journal of which 
he is the editor. Here again the reactionary influence, and personal 
considerations, exercise important effects. Despite the fact that the 
Second District Dental Society maintains a very creditable Bulletin, 
that could easily be expanded to include the proceedings of the Society, 
there is no indication at present that the membership of the Society is 
opposed to having its proceedings exploited by a journal controlled by 
the same interests that control the Novocol Chemical Company. 
The Dallas County and East Texas Dental Societies, of Texas, 
continue to publish their proceedings in a trade-house journal: South- 
western Dental Mirror. It is hoped that either the Texas State Dental 
Journal will at an early date make provision to publish the proceedings 
of its two component societies, or that the B. E. Trigg Company will 
follow the creditable example of the A. P. Cary Company and transfer 
the ownership of the Mirror to these two dental societies. 
The Commission has noted with pleasure the report of the commit- 
tee of the Chicago Dental Society that investigated the present degree 
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of support being accorded the Council on Dental Therapeutics of the 
American Dental Association. The Commission highly commends 
the Society for this constructive action. Up to the present, however, 
the support of the Council by the Chicago Dental Society has been 
more academic than practical, for the advertising pages of the Society’s 
Bulletin have consistently presented advertisements of preparations 
not accepted by the Council. It is a source of additional regret to the 
Commission that this Society has just chosen, as the new editor of 
its Bulletin, one of its members who, as the editor of two proprietary 
periodicals, is ineligible for membership in the American Association 
of Dental Editors. This development is particularly unfortunate in 
view of the fact that the former editor of the Bulletin was a charter 
member and the first treasurer of the Association. Although the 
Commission recognizes the fact that it is not concerned with the selec- 
tion of the officers of any dental society; nevertheless, when any dental 
organization places in charge of its official journal a member whose 
relationships, writings, or activities indicate that he is in sympathy 
with, and a beneficiary of, continuance of the private-profit system of 
dental journalism, the Commission believes that it is within its prov- 
ince to call attention to the incident and to express its regret. 

The following questions have also been presented to the Commission: 
(c) Have dental societies, in general, excluded trade-house periodicals 
from exhibit space at their conventions? (d) Have dental societies, in 
general, urged their members to susbscribe toward support of non-proprie- 
tary journals? (e) Have any dental societies exhibited tendencies against 
reprinting in their own journals articles previously published in trade- 
house periodicals? (f) Has there been any tendency on the part of es- 
sayists to refuse to present essays before societies that publish their pro- 
ceedings in a trade-house journal? Or, have any essayists refused to 
permit their writings to be published in trade-house journals? (g) 
Have dentists generally shown any tendency to cease subscribing for, or 
accepting, trade-house periodicals? The basis of these questions is 
probably the qualified recommendations of the Commission in 1932, 
when the Commission suggested that the execution of the recommen- 
dations be delayed until sufficient time had elapsed to bring about the 
desired changes by natural evolutionary influences. The general 
economic difficulties, the inability of the American Dental Association 
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to sense the importance of converting its journal into a bi-weekly and 
subsequently into a weekly, and other similar factors, cause the 
Commission to feel that at least another year should be allowed to 
elapse before its “action program,” as outlined in 1932, be put into 
operation. The Commission knows of several dental societies that 
have recently urged their members to subscribe to non-proprietary 
dental journals. In a recent editorial in Dental Rays,® the senior 
students of the School of Dentistry, University of Pittsburgh, were 
urged after graduation to lend their support to only such journals. 
The Commission has been informally advised by a number of prom- 
inent essayists that they will no longer permit their writings to appear 
in private-profit journals. As an indication of further development of 
the professional spirit, attention is again called to the excellent support 
being accorded to the Journal of Dental Research by the numerous 
societies mentioned earlier in this report. It is hoped that during the 
coming year, the three remaining trade-house journals that publish 
society proceedings will decide to seek a solution of the problem that 
is becoming increasingly more difficult for each of them. The reduc- 
tion of this group to a total of but three should concentrate the cor- 
rective attention of the profession to a decisive degree. The Com- 
mission again offers its services in any movement to perpetuate any 
proprietary journal whose historical and literary values have created 
sufficient pride in its owners to cause them to desire continuance under 
professional ownership. 

(h) Concerning dental schools and the réle they should play: Are there 
any data available showing that they are codperating by (1) refraining 
from advertising in trade-house journals; (2) including in the various 
lectures and seminars references that will impress students with the de- 
grading influences of trade-house journalism in a profession; (3) refrain- 
ing from displaying trade-house journals in dental school libraries, and 
refusing permission for their withdrawal? In brief, are there any avail- 
able data showing that the dental schools are in full sympathy with the 
movement for non-proprietary journalism in dentistry? A question- 
naire, sent to the deans of the thirty-nine schools in the United States, 
elicited responses from all but six. The replies, supplemented by 
independent investigation, indicate that (1) only the following dental 


* Editorial: Dental Rays, 1934, 9, 22. 
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schools advertise in trade-house journals: Harvard University, 
North Pacific College of Oregon, Northwestern University, University 
of Pennsylvania, University of Southern California, Temple University. 
The identity of the dental schools that advertise in trade-house jour- 
nals will undoubtedly come as a surprise to many who have not given 
direct attention to the matter. The financial and moral encourage- 
ment so given to publications of dental-supply corporations is reaction- 
ary and inconsistent, and tends to nullify much that is being done to 
inculcate high ideals of professional journalism in the minds of under- 
graduate students. (2) In twenty-two of the schools an effort is being 
made, in lectures, to impress students with the degrading influence of 
proprietary journalism in a health-service profession. If there is 
truth in the adage, “just as the twig is bent the tree’s inclined,” the 
students should benefit from lectures on this and other phases of dental 
idealism. (3) Six school libraries refrain from displaying trade-house 
and other proprietary journals; twenty schools do not discriminate in 
this matter. (4). Two school libraries have a rule that prevents with- 
drawal by students of trade-house and commercial journals. Twenty- 
six school libraries have no such rule. This may well be the beginning 
of a movement to discriminate in the dental libraries between private- 
profit and non-proprietary periodicals. If such tendencies develop 
broadly, the repercussions may be very important. (5) In twenty- 
four schools a student periodical is being, or about to be, published; or 
would be favored by the school authorities. The Commission views 
this development as high in potential value. (6) Although some did 
not give formal attention to the stated question, twenty schools dis- 
approve of members of their faculties serving on the editorial boards of 
proprietary journals, or contributing articles to trade-house or other 
private-profit journals. When it is realized that in the dental school 
faculties are to be found the most prolific and important of the dental 
writers, the effectiveness of an extension of this movement becomes 
apparent. 

The College of Dentistry of the University of Southern California is 
conspicuous among the dental schools for its aggressive financial and 


10 In the special Seventy-Fifth Anniversary number of Dental Cosmos (January 1934), 
there appeared advertisements of the Georgetown Dental School and of the School of 
Dentistry of the University of Buffalo. 
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moral support of trade-house journalism. Probably no other dental 
school provides its students with quite so poor a concept of the funda- 
mental requirements of the journalism of a health-service profession. 
In 1929 the school subscribed for Dental Items of Interest for its entire 
student body. In 1934, as one of the advertisers in Dental Cosmos, 
it published in that journal the following statement: “The College of 
Dentistry, University of Southern California, recognizes the great 
service that the ‘Dental Cosmos’ has rendered to the dental profession. 
Through the publication of carefully selected scientific and technical 
contributions and editorials of outstanding merit since its inception, 
it has been a factor in the progressive evolution of dentistry. Con- 
gratulations to the Editor and Publishers and sincere wishes for the 
continuance of the ‘Dental Cosmos’ in its functions as an exponent of 
modern dentistry.” [Italic not in original.] In striking contrast is 
the action taken on May 10, 1934, by the Faculty of the School of 
Dentistry, University of Pittsburgh, which went on record as disap- 
proving of any faculty member codperating in an editorial capacity 
with a trade-house dental journal, or contributing papers to such a 
publication, either directly or through the proceedings of dental 
societies whose transactions are published in such periodicals. On 
June 4, 1934, the Faculty of the Marquette University Dental School 
adopted the following resolution: 

“Whereas: Trade journalism and trade journals tend to commercialize 
the professional aspects of dentistry and therefore lower its standing as a 
profession; and 

“Whereas: Journals supported by the American Dental Association and 
other dental societies and groups are striving to maintain the present high 
status of dentistry and are worthy and in need of undivided encouragement 
by the members of the dental profession; therefore be it 

“Resolved: By the members of the Marquette University Dental School 
Faculty that no member of their group will in the future contribute to the 
support of a trade dental journal as an editor or writer either directly or 
through the proceedings of dental societies whose transactions are published 
in dental trade journals.” 

It is both gratifying and stimulating to observe that the cause of non- 
proprietary dental journalism is being carried forward by educational 
institutions, and the Commission congratulates the Schools of Dentis- 
try of the University of Pittsburgh and of Marquette University on 
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their progressive attitude. The Commission concludes that although 
most of the dental schools are codperating in the effort to elevate and 
dignify dental journalism, a serious obstacle in the way of more general 
support is the unsympathetic attitude of a few prominent deans. 

(j) Have dentists generally given their support to all worthy measures 
for the advancement of the cause of non-proprietary journalism in den- 
tistry? Or have they on the whole been uninterested? ‘The interest 
of the average practitioners of any profession, in measures for its ad- 
vancement, is always less than is desirable. Dentists generally are not 
different in this respect. Advancement in the sciences, professions, 
causes, or organizations, are almost never brought about by “‘average”’ 
members. All history emphasizes the fact that advances are in- 
variably made by /Jeaders. When any organization fails to advance, 
responsibility can be traced to its leaders. When the political leaders 
in the American Dental Association and some of the state societies 
realize the importance of dignifying and elevating dental journalism— 
almost immediately our journalistic problems will be solved. To 
arouse the interest of over thirty thousand “average” dentists in the 
quality of our journalism would be a staggering task. To convince 
two hundred leaders that, until dentistry de-commercializes its journal- 
ism the profession cannot take its proper place in the family of health- 
service professions, seems not only possible, but there are evidences 
in every direction that it is being accomplished. 

(k) Have there been any cases where dentists have withheld official posi- 
tions of trust and reponsibility from dentists who, through commercial 
tendencies, or lack of professional pride and idealism, have refused to 
support measures intended to correct the present deficiencies in dental 
journalism? No such cases have come to the attention of the Com- 
mission. On the other hand, it is known that opposition groups have 
been, and are being, formed to correct these and related conditions. 
Such developments always take a few years to show results for, 
naturally, the commercially minded group contains also the selfish 
politicians; and having been entrenched in power for many years, it 
takes prolonged and persistent effort to dislodge them. 

(1) Are members of the dental profession, widely known “big-name” 
dentists, still holding appointments, and accepting appointments, to the 
editorial staffs, and contributing to the pages, of the proprietary periodi- 
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cals? Have these consistent contributors to trade-house journals shown 
any tendency to cod perate with the intent of the Report of the Commission? 
Although a number of widely known dentists unfortunately continue 
to lend their names to the advancement of private-profit dental jour- 
nals, a growing discomfort has been apparent among this group, and 
some important editorial-board resignations have taken place. It has 
come to the attention of the Commission that important efforts will 
be made during the coming year to convince those who “play the game 
for the money interests” in dental journalism that they are performing 
a disservice to dentistry. 

The Commission believes that a careful analysis of the developments 
during the past few years indicates that important progress has been 
madein elevating thestatus of dental journalism. The philosophy ex- 
pressed in concluding last year’s report is reiterated: your Commission 
continues to dedicate itself to the proposition that no labor will seem 
too heavy, and no opposition too discouraging, if its efforts hasten 
the processes of dentistry’s journalistic evolution. 
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I. INTRODUCTION 


About seventy years ago, the then practising dentists—some of 
whom are still practising—manifested great skill and warranted pride 


1 Approved, for publication, by the Regents of the College. 
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in the laboratory phases of prosthetic service. All laboratory details 
and procedures of denture construction, including preparation of 
various gold alloys, refining of plaster of Paris, making of artificial 
teeth, compounding of rubber, and numerous other related processes, 
were then regarded as routine duties in the practice of dentistry. This 
early concept of a unified practice of dental prosthesis developed a 
professional sense of responsibility and pride. These early dentists, 
as the demand for their services increased, found it helpful to obtain 
assistance in the laboratory phases of their work. Accordingly, prom- 
ising young men, interested in becoming dentists, were trained to 
perform the laboratory procedures, thus permitting the dentist to 
spend most of his time at the chair. Many of these young men, so 
trained, pursued the necessary studies and became licensed practi- 
tioners of dentistry. 

About the beginning of the present century, conditions in dentistry 
began to change. Some of the technicians, who did not become den- 
tists, established commercial dental laboratories and made their 
laboratory services available to any dentist who desired that conven- 
ience. Patronage of these dental laboratories was at first regarded by 
most dentists as an irregular and unprofessional procedure. This 
attitude still prevails among many dentists. However, the increasing 
demand for dental service accompanying the pre-depression prosperity 
gradually removed the stigma and, according to some dentists, justi- 
fied their patronage of commercial dental laboratories. In 1929-30, 
this growing patronage by dentists resulted in a laboratory business 
amounting to $46,000,000, with approximately 3400 commercial 
dental-laboratories employing about 12,000 dental technicians and 
doing work (according to dental laboratory statistics) for about 92 
percent of all practising dentists. A business of such rapid growth, 
composed almost entirely of small units widely scattered over the 
country, conducted in the main by lay individuals of limited training 
and business experience, and dependent upon the dental profession for 
a livelihood, was destined sooner or later to meet with reverses. These 
began in 1930 with the depression. Dentists who had formerly pat- 
ronized commercial dental-laboratories found it more advantageous, 
owing to decrease in demand for their services, to conduct the labora- 
tory phases of their own prosthetic restorations. The number of 
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dentists who patronize the dental laboratory has steadily diminished 
until at present it is estimated that only about 50 percent of the 
practising dentists now patronize the commercial dental-laboratories. 

This decreasing patronage from the dental profession is by no means 
attributable, in its entirety, to the present economic situation. Four 
reasons for this withdrawal of patronage are apparent: (1) many 
dentists have become dissatisfied with the quality of service given by 
the majority of commercial dental-laboratories; (2) dental-laboratory 
fees have gradually increased until dentists find it more economical to 
do their own work; (3) laboratories have become increasingly dicta- 
torial in matters relating to methods and materials which only the 
dentist should decide; and (4) the dental profession objects to the 
insidious schemes of dental-laboratory leaders to secure the license for 
technicians, and to extend their sphere of activities to include the 
intra-oral practice of prosthetic dentistry, despite the fact that they 
have not been trained to perform this service. The defeated Master 
Dental Technician Bill in the Legislature of the State of New York in 
1929, and the codification of the Dental Laboratory Industry under 
the N.R.A. in 1934, in spite of protests from the dental profession, 
illustrate these undesirable maneuvers. 

The outstanding advances in the practice of dentistry during the 
past few years have made it impossible longer to ignore the prosthetic- 
service problem, which involves the integrity of the dental profession 
and the welfare of the public. Recent accredited studies of the 
modern exactions of dental practice, and of the concomitant require- 
ments of dental education, as well as the inquiries and conclusions of 
many organizations of practitioners, have shown with increasing 
clarity the expanding duties and responsibilities of the dental profes- 
sion to the public. In the recent report of the Committee on the 
Survey of the Dental Curriculum of the American Association of 
Dental Schools, prosthetic dentistry maintains its importance as an 
indispensable phase of oral health-service, to be rendered by the gen- 
eral practitioner of dentistry. Further, the recommended instruction 
is designed to teach the dental students so effectively that, as practi- 
tioners, their services in dental prosthesis will be adequate to oral- 
health needs of the present and those that may be anticipated owing to 
present socio-economic trends. 
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Socio-economic developments in other nations suggest similar 
trends in this country. It is hoped that through careful studies of 
conditions, especially in Europe, we may be protected against decisions 
that would be detrimental to the welfare of the people and to the 
health-service professions. The European solution of the dental- 
prosthetic service problem, while perhaps meeting the quantitative 
requirements, has failed to recognize that the quality of this service is 
ultimately the measure of its success. Only when this service is 
rendered by dentists can it be expected to meet the qualitative require- 
ments of an adequate oral health-service. By comparison with 
European conditions, we hope soon to formulate a program to guide 
the American public and the dental profession in their common plan- 
ning for a dental prosthetic-service that will be free from the de- 
ficiencies now apparent in the European provisions. 

The commercial dental-laboratory, which is an active factor in the 
European situation and a potential danger to oral health-service in 
America during the present social changes, is the principal concern of 
the Committee in this ad-interim report. The trend is shown, and 
effective remedial actions are recommended. 


II. PREMISES OF THIS REPORT 


We present this brief in support of the opinion that the time is at 
hand when definite action must be taken by the dental profession to 
perpetuate the high quality of prosthetic oral health-service to which the 
public is entitled. This conclusion has been reached after a careful 
study of the development of the commercial dental-laboratory, the 
activities of which, if unrestrained, promise to become a real menace 
to dental health-service, and likewise to the unity and efficiency of the 
dental profession. The point of view of the Committee is stated in the 
following four premises: 

A. Prosthetic dentistry, in both its clinical and laboratory practice, has 
been and continues to be a legal and an inalienable part of the practice of 
dentistry. Dentists are qualified by education, experience, and license to 
do all of the necessary laboratory procedures in the practice of dentistry, 
and to maintain proficiency in all accredited improvements of these pro- 
cedures. 

B. The commercial dental-laboratory has been utilized by dentists as a 
convenience. 
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C. There are aggressive interests in the commercial dental-laboratory 
organizations ihat favor a change in the present unified status of dentistry 
which, if brought about, might open the way to further changes leading 
ultimately to the separation of prosthetic dentistry from dental practice, 
thereby lowering the quality of oral health-service below the accepted pro- 
fessional standards. 

D. Dentistry is fully cognizant of the oral-health needs of the public, 
and of the qualitative and quantitative aspects of the oral health-service 
which should be rendered under changing social conditions. The dental 
profession is undertaking to meet its expanding social obligations while, 
at the same time, maintaining an effective system of production and dis- 
tribution of oral health-service based on a sound professional concept. 

Below we repeat these premises, and in their support submit the 
facts stated under each. 


III. DISCUSSION OF THE FOUR PREMISES 


A. Prosthetic dentistry, in both its clinical and laboratory practice, has 
been and continues to be a legal and an inalienable part of the practice of 
dentistry. Dentists are qualified by education, experience, and license to 
do all of the necessary laboratory procedures in the practice of dentistry, 
and to maintain proficiency in all accredited improvements of these pro- 
cedures. 

a. Prosthetic dentistry, in all of its oral-health phases, is taught as 
an important part of the curriculum in all dental schools. The train- 
ing required in this subject includes not only the technical and clinical 
practice of prosthetic dentistry, but also detailed instruction in the 
basic and fundamental oral subjects which are prerequisites to the 
study and to the practice of prosthetic dentistry: namely, anatomy, 
physiology, bacteriology, histology, physics, chemistry, and dental 
anatomy. 

b. The practice of prosthetic dentistry is founded upon biological 
and mechanical sciences. Without application of these sciences, a 
prosthetic restoration cannot be made an integral and functioning part 
of the patient’s masticatory mechanism. Only a dentist is qualified 
by knowledge, skill, and experience, to coordinate these sciences in 
planning, constructing, fitting, adjusting, and maintaining prosthetic 
restorations in keeping with the biological, functional, psychological, 
and esthetic requirements of oral health-service. 
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c. Prosthetic dentistry is so essential to the practice of oral health- 
service that dental examining boards, prior to granting the license to 
practice, require satisfactory evidence that dental graduates are 
qualified in the theoretical, technical, and clinical requirements of this 
phase of dentistry. 

d. The dentist alone is educated, examined, and licensed to prac- 
tise prosthetic dentistry in all its aspects as a part of oral health- 
service. 

B. The commercial dental-laboratory has been utilized by dentists as a 
convenience. 

e. The following statements, quoted from the records of the hearing 
on the Dental Laboratory Industry Code* and from dental laboratory 
publications, sustain the foregoing second premise. 

1. “Our industry is a convenience for the dental profession and there- 
fore a part of that profession; union policies do not fit into our picture, nor 
will the dental profession react kindly to union rulings. More dentists will 


2 National Industrial Recovery Administration Hearing on Code of Fair Practices and 
Competition Presented by Dental Laboratory Industry: Vol. 1, Friday, Oct. 20, 1933, 
pp. 1-164; Vol. 2, Friday evening, Oct. 20, 1933, pp. 165-245; Jesse L. Ward of Paul and 
Ward, Official Reporter, Earle Building, Washington, D.C. In the summer of 1933, the 
hastily organized National Dental Laboratories Association met in Chicago, without the 
knowledge of the dental profession, and prepared a code which later was submitted to the 
National Recovery Administration in Washington for its approval. This code was 
deliberately drafted and voluntarily submitted by dental-laboratory leaders, although the 
dental profession was led to believe that the dental-laboratory group had been forced, by 
the N.R.A., to submit a code. When the dental profession learned of the proposed code, 
they universally opposed it and a strenuous effort was made to deter the laboratories from 
pursuing such a course. In addition to the protest of the dental profession, the code was, 
at first, opposed by certain recalcitrant laboratory groups which later, however, adjusted 
their differences and joined the newly organized National Dental Laboratories Association 
in support of the code. On Oct. 9, 1933, the code was revised. The hearing was held in 
Washington on Oct. 20, 1933. ‘Toward the end of the hearing, the representatives of the 
dental profession stood alone in opposition to the code. The following words by Deputy 
Administrator R. B. Paddock are recorded on pages 244-245 of the Code Hearing: “Does 
there remain in this room any person or persons who cares to offer any further statement or 
testimony pertinent to this code in hearing? If there be such, let him reply. . . . Again, 
we ask if there is anyone present here now who cares to make any further comments or 
remarks or additional suggestions for additions to this code.” All were silent. Not one 
voice was raised among the dental laboratories or technicians in defense of the dental 
profession upon whom they depend for a livelihood, and for whom they professed a sincere 
friendship! The code was finally approved on Jan. 22, 1934. The approved code-number 
is 217; the registry number is 1617-09. Copies may be obtained from the Superintendent 
of Documents, Washington, D. C. 
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undertake to do their own work or groups of dentists will employ one or 
two technicians to serve them.”—Dental Laboratory Review, 1934, 9, 11; 
April. 

2. “I contend that, due to the conditions existing in our country, 50 
percent of the dentist’s office-hour time is ‘vacant time,’ and he therefore 
can and will construct his cases and thereby cause further unemployment in 
our industry.”—Henry P. Boos, Code Hearing, p. 56.4 

3. “We cater to the dental profession, therefore, the interests of every 
laboratory owner are directly dependent on the dental profession.”—M. D. 
Mosseshon, Code Hearing, p. 91. 

4. “This work that we now secure would be sent to other laboratories 
located in communities closer to these outlying dentists who for years have 
done none of their laboratory work, will, because of this necessity, undertake 
to do their own laboratory work, thereby causing us a further loss.” —C. 
A. Runte, Code Hearing, p. 61. 

C. There are aggressive interests in the commercial dental-laboratory 
organizations that favor a change in the present unified status of dentistry 
which, if brought about, might open the way to further changes leading 
ultimately to the separation of prosthetic dentistry from dental practice, 
thereby lowering the qibality of oral health-service below the accepted pro- 
fessional standards. 

f. There has been recurrent agitation among commercial dental- 
laboratory groups for statutory license for dental technicians, which 
led to the introduction of a bill in New York State, in 1923, to license 
the laboratory technicians as “prosthetic dentists.”’ This bill was de- 


3 Dental Laboratory Review, S. D. Kane, managing editor; published monthly; Minne- 
apolis, Minn. 

‘During the code hearing, the dental laboratories and the dental technicians were 
represented by spokesmen. Those referred to in this report are identified below: Henry 
P. Boos, Chairman of Code Committee, Northwestern Dental Laboratory; President of 
Henry P. Boos Dental Laboratories, Minneapolis. M. D. Mosseshon, representing 
Associated Dental Laboratory, New York. C. A. Runte, of Badger State Dental Labora- 
tory, Inc., Milwaukee, Wis. H. V. Pollock, representing Dental Technicians’ Council of 
American and Affiliated Organizations. Henry Posner, Executive Member, Dental 
Technicians Equity of New York and Vicinity; Chairman of Dental Technicians’ Council 
of America. W. C. Babbitt, Managing Director, National Dental Laboratories Associa- 
tion; now Dental Laboratory Industry Code Authority, Washington, D.C. H. Axelrod, 
Dental Laboratory, Philadelphia, Pa. S. A. Stodel, representing Dental Laboratory 
Association, Metropolitan District, New York. WN. Berger, representing National Dental 
Laboratories Association. L. Darvin, Labor Advisory Board, National Recovery Adminis- 
tration. It will be seen that, with one exception, these spokesmen were either members or 
representatives of dental-laboratory or dental-technician groups. 
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feated. The laboratories of New York State, in 1929, succeeded in 
securing a law’ giving them licenses as “Master Dental Technicians.” 
The law referred to them as “practitioners,” and was passed without 
the knowledge of the dental profession. Only by a tremendous effort 
was this law repealed. A certain group of laboratory leaders, failing 
to obtain approval of their attempts to bring about the licensing of 
dental technicians, organized the National Dental Laboratories Associ- 
ation; then (without the knowledge of the dental profession) they ap- 
plied for codification under the N.R.A. and finally were codified as an 
industry, separate and apart from dentistry. 

Since the laboratories have been codified, the cry is still heard that 
the licensing of laboratory technicians is the only means of preventing 
dishonest laboratories from serving the public directly. The truth 
of the matter is that the Dental Laboratory Code in Article VII, 
Unfair Trade Practices, Section 15, specifically states that “no member 
of this industry shall accept any dental restoration for adjustment, 
repair, or processing, except from a dentist or from another dental 
laboratory.” Violation of this code is a federal offense, and the 
government has signified its intention to proceed against offenders as 
soon as they are reported. This fact is stated in The Laboratory 
Technician® (1934, 7, 7; Feb.) as follows: “The Code Will Benefit 
Profession by Checking Illegal Practice. The Code can, and will, if 
strictly enforced, stop illegal practice by laboratories. Article VII, 
section 15, forbids any laboratory to do any work except for a licensed 
dentist or another dental laboratory. The fact that any violation of 
this provision will be tried by the Regional Code Authority and will 
carry a $500.00 fine makes any direct work very risky and dangerous.” 
Five months later, in July, The Laboratory Technician reversed its 
attitude and resumed the cry for the license, as shown in the following 
reference: 

5. “There is only one way to stop illegal practice of dentistry by labora- 
tory men, in New York, Chicago or elsewhere. That is by licensing dental 
laboratories and technicians and bringing them under a strict legal control.” 
—Laboratory Technician, 1934, 7, 11; July. 

5 Master Dental Technicians Bill: Dental Outlook, 1929, 16, 240; June; 1930, 17, 95; 
March. 

® Laboratory Technician: official organ of the Associated Dental Laboratories, Inc.; 


published monthly by that Association, 220 West 42nd Street, New York City, H. K. 
Schwartz, Executive Secretary. 
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In addition to the strict regulations of the Code, the dental statutes 
of all the states forbid laboratories from serving the public directly. 
Offenders, if reported to the local dental authorities, are liable to fine 
or imprisonment. Few, if any, offenders have been reported by 
dental-laboratory associations; yet they profess a deep friendship for 
the dentist and a great concern for the welfare of the dental profession. 
Obviously, the organized laboratories are more deeply interested in 
obtaining the license for technicians than in prosecuting those of their 
own industry who violate the dental lawsorthe Code. This secret and 
direct approach to the public appears to initiate a new maneuver 
of certain laboratory leaders to obtain this license. Commercial 
dental-laboratories in America may be expected to follow the pattern 
laid down some thirty or forty years ago in Germany and Austria, 
when dentistry was on a low scientific level, in seeking statutory 
authorization for the technician to practise intra-oral prosthesis. The 
laboratories, having attained legal standing through the N.R.A. Code, 
may now renew their efforts to obtain the license and, ultimately 
through legislative enactment, to endeavor to practise prosthetic 
dentistry. 

g. At the Code Hearing, some leaders of organized commercial 
dental-laboratories overstated the abilities of their technicians, as- 
cribing to them unwarranted professional attributes: 

6. “We must of necessity employ very highly skilled artisans to do our 
work—men who have undergone a number of years of technical training.” — 
C. A. Runte, Code Hearing, p. 58. 

7. “More than 60,000 dentists call upon the commercial dental-labora- 
tory for the construction of dental restorations for their patients. These 
restorations must be sanitary, accurate and produced with consummate 
skill and craftsmanship. They must be created in accordance with the 
latest decrees of dental science. They are produced by men who have a 
knowledge of chemistry and the difficult principles of dental anatomy.”— 
Hugo V. Pollock, Code Hearing, p. 150. 

8. “The above described restoration is the most widely made and the 
most reasonably sold, yet it requires the highest craftsmanship and perfect 
knowledge of anatomy.”—Henry Posner, Code Hearing, p. 175. 

9. “Up to now, all the work was done by a junior technician, and now it 
goes to the head man, who without seeing the patient, without having the 
slightest inkling of the contour of the patient’s face, must choose the form 
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and the size of the teeth, and set them according to the particular anatomical 
peculiarities of a given mouth. Upon this setting depends the appearance 
of the patient, his ability to masticate and to speak.” —Henry Posner, Code 
Hearing, p. 172. 

These exaggerated, misleading, and inaccurate statements, which as- 
cribe to the dental technician a quasi-professional character and 
superlative technical attainments, were designed to mislead the Code 
Authorities into the belief that the commercial dental-laboratory group 
is a highly trained and scientific industry. Later, however, when the 
laboratory leaders came to the subject of wages, they found themselves 
in a very embarrassing situation, for they had failed to consider the 
obvious corollary that skilled technicians should receive high wages. 
Realizing their predicament, some members of the laboratory group 
admitted that first-class technicians are very rare; and further, that 
the great majority of technicians are only finger-trained workeis re- 
quiring constant supervision, as shown in the following quotations: 

10. “It is an industry in which the personnel is primarily a young person- 
nel, because the majority of men who came into this industry came in as 
errand boys or apprentices at a very low age.” —W. C. Babbitt, Code Hearing, 
p. 44. 

11. “In the city of Philadelphia, there are at present not more than 5 
first class technicians, by admission of the labor organizations in that city.” 
—Herman Axelrod, Code Hearing, p. 51. 

According to the Code Hearing, 92 percent of the dentists sent their 
processing work to dental laboratories where, at least in the city of 
Philadelphia, it was being done by technicians who were not first- 
class workers! 

12. “Our employees are finger-trained men who are always given super- 
vision.” —Henry P. Boos, Code Hearing, p. 55. 

13. “The processing employees engaged in the various operations of these 
departments are generally incapable of working in other departments or 
in sub-divisions of their own departments, and have received a matter of 
specific training for the particular and exclusive work that they are per- 
forming in their departments.”—-Herman Axelrod, Code Hearing, p. 53. 

14. “All of you who are familiar with this industry have found one of the 
abominations of it, as the larger laboratory looks upon it, is the factor that 
anybody almost who has a little knowledge, technical knowledge of the 
industry, finds very little difficulty about going into business.”—S. A. 
Stodel, Code Hearing, p. 72. 
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It is preposterous that any group of technicians with such inferior 
technical qualifications, and no prerequisite academic training, should 
presume to render professional prosthetic-service. It is evident that 
their leaders do not understand or respect the oral-health character of 
this service, and have failed to comprehend the implications of present 
laboratory trends. 

h. The laboratory industry regards itself as an entity and as inde- 
pendent of the dental profession. This attitude of independence may 
arise from the anticipated change in the unified status of dentistry. 

15. “A dentist, a manufacturer, or a dealer has no more place in a labora- 
tory association than a laboratory man has in their organizations.”— 
Laboratory Technician, 1934, 7, 28; Aug. 

16. .... “But the dental laboratory is a part of the dental profession 
only in so far as the analogy of a processor of flour being a part of the baking 
company business.”—N. Berger, Code Hearing, p. 128. 

17. “We have no official voice in our industry in the membership of the 
American Dental Association which would protect the conduct of our 
business.”—N. Berger, Code Hearing, p. 127. 

i. Although the code was drafted to protect the interests of the 
laboratory, the following interpretation of Article II, Section 2, shows 
an ungenerous attitude toward the dental profession, and an attempt 
to curtail the professional freedom of dentists in relation to their 
assistants: 

18. “In short, this means that if a dentist does not have enough work of 
his own to keep his technician busy, he cannot fill out the technician’s time 
by taking in work for his friends in the profession. It also means that if a 
dentist who has a private technician finds it necessary, for lack of work, to 
reduce said technician’s pay, he cannot allow such technician to do work for 
other dentists as a compensation for the reduction in pay. It is immaterial 
whether the technician goes in business for himself ‘on the side’ or whether 
he remains a paid employee of the dentist. If more than the employing 
dentist is served, the laboratory becomes a commercial dental laboratory 
and is subject to the code.” —Laboratory Technician, 1934, 7, 24; April. 
This is a direct attempt to curtail the obligations and the rights of the 
dentist in the laboratory phase of prosthetic service, despite the fact 
that the clinical and also the laboratory phases of prosthetic dentistry 
are intrinsically essential parts of the dentist’s professional service. 
Since the laboratory phase of prosthetic dentistry is a part of profes- 
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sional service, it cannot, in theory or in practice, be considered a com- 
mercial service if, or when, placed under the jurisdiction of the com- 
mercial dental-laboratory industry. It is obvious that the commercial 
dental-laboratory industry, by trying to gain full jurisdiction over 
professional laboratory-service, is attempting to change the present 
status of this service, and thereby to alter the unified status of dentistry. 
Illustrations of similar developments, whereby laboratory technicians 
obtained gradually expanding jurisdiction over dental prosthesis 
through the medium of social legislation, may be observed in Europe, 
where health insurance has been introduced, notably in Austria and 
Germany. 

j. Certain commercial dental-laboratories in Chicago have already 
appealed directly to the public through the advertising columns of 
local newspapers, thus influencing public opinion in a very definite 
direction. 

19. “It was something of a shock that we were recently advised of the 

existence of a substantial volume of dental-laboratory advertising in the 
classified columns of one of the metropolitan daily news-papers. Our shock 
was repeated when it was learned that several of the offenders, far from 
being uninitiated in the field of ethics, were among the leaders of the local 
laboratory industry. ...The only logical conclusion is that a laboratory 
advertising in a public medium expects direct public support.” —Bulletin of 
the Chicago Dental Society, 1934, 14, 17; May. 
When this indecent procedure against the dental profession was dis- 
covered, the dental-laboratory interests renewed their clamor for the 
licensure of dental technicians, claiming that the license would prevent 
the recurrence of such illegal practices. Dentistry will be on its guard 
against such subterfuges, because the ulterior motives of the commer- 
cial dental-iaboratory industry are clearly expressed in the following 
statement and others like it: 

20. “Nor do those who patronize the illegal practitioner for denture work 
feel they are dealing with crooks. Rather they think they have made a 
good stroke of business by eliminating the middleman. They ge the same 
kick out of getting a denture direct that a dentist gets out of buying a radio, 
or a suit of clothes, or a set of furniture direct, wholesale. Any dentist 
will cut out the middleman on any purchase any time. And we might add, 
who doesn’t? What dentistry must remember is that to the public there is 
nothing so inherently sacred about a set of teeth, that they should require 
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the ritual of a dental office to make them function.” —Laboratory Technician, 
1934, 7, 36; July. 

Other statements, equally significant, show that leaders among the 
dental laboratories anticipate developments, under prospective health- 
insurance, similar to the abortive moves in Europe, and are expecting 
this hoped-for change in the status of the dental profession to further 
the interests of the dental laboratories. 

k. Some of the larger dental laboratories are now using their trade- 
marks on dental restorations, in spite of the fact that the restorations 
are the property of the dentists for whom they are made. This prac- 
tice will undoubtedly lead to serious embarrassment of the dental pro- 
fession. An editorial that urged all laboratories to trade-mark their 
products carried the following title: 

21. “Laboratories should trade mark their products.”—Laboratory Tech- 

nician, 1934, 7, 18; June. 
Each prosthetic appliance, made by or for a dentist, is part of an in- 
dividual oral health-service for a particular patient at a definite time. 
Any attempt, by laboratories, to trade-mark such restorations is an 
effort to stampor identify them ascommercially produced commodities. 
Such trade-marking of products in the dentist’s professional service 
interferes with the obligation and purpose of the dentist to prescribe 
the best method of treatment for the individual requirements of each 
patient. Further, the public is thereby misled into assumptions 
derogatory to the judgement of the dental profession; which, in turn, 
results in mass demand for popularly approved commercial products, 
and eventually in dv._rioration of professional standards of treatment 
in dental prosthesis. The public is thus prevented from receiving the 
professional quality of oral health-service to which it is entitled. 

In addition to the enumerated direct attacks upon the unity of den- 
tal practice, there are numerous indirect criticisms and presumptions 
which, if unanswered, may eventually become real dangers to th. dental 
profession. Several of these statements having cumulative potential- 
ities destructive of the public welfare are given below. 

1. From time to time numerous statements and intimations have 
been made tending to create the suspicion that dentists are not quali- 
fied to perform the laboratory phases of prosthesis work, and therefore 
must depend upon the dental laboratory. One of these statements 
follows: 
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22. “I take my hat off to the thousands of highly trained and skilled loyal 

dental technicians without whom, in all truth, the dental profession could 
not exist.”—Laboratory Technician, 1934, 7, 9; August. 
This complacent presumption—which, in order to promote insidious 
propaganda, was obviously intended to belittle the dental profession 
and impair its well earned public esteem—is astonishing in the light 
of the service the dental profession has been rendering. To further 
emphasize the gross misrepresentation in such intimations, we quote 
again one of the many admissions by representativesof the laboratory 
industry: 

23. “Without the dental profession there would be no dental labora- 

tories.”—M. D. Mosseshon, Code Hearing, p. 92. 
The presumptuous attitude of the dental laboratories as a group is 
further illustrated by published statements in laboratory circulars that 
advertise the technician’s ability to design dental restorations for the 
dentist, when in reality no useful design could be made without basing 
it on a very careful examination of the patient’s mouth, which is done 
solely by dentists. 

m. Commercial dental laboratories, in their statements, give the 
impression that the dental profession is charging exorbitant fees for 
prosthetic restorations, fully realizing that it is dentistry’s prerogative 
to solve its economic problems equitably in relation to the public. 
These statements are designed to discredit the dental profession in the 
eyes of the public. 

24. “It seems to me that this is an industry, like every other industry, 
that should be ready to reduce the hours and increase the wages, and I am 
not so much afraid of the public being socked too much, because I do not 
believe the products sold to the public actually costs the dentist over 15 to 
20 percent of his bill.” —Hugo Pollock, Code Hearing, p. 156. 

25. “Of course, I am not here discussing the exorbitant profit that is 
involved for the dentist, because he renders professional service and he 
may be entitled to that profit.”—Leonard Darvin, Code Hearing, p. 196. 
The public records of average annual incomes of dentists show that, 
as a group, they are not receiving exorbitant returns for their services. 

n. Published statements indicate that dentists are regarded as 
competitors of the commercial dental-laboratories. 

26. “It is a particularly unfortunate industry in that every customer of 
the dental laboratory is a potential competitor;...There are very few 
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industries in which the customer can, without great difficulty, produce the 
same service or commodity himself. The dental laboratory is one of those 
few.” —Dental Laboratory Review, 1934, 9, 24; March. 

This quoted comment implies the belief that elimination of this poten- 
tial competition by dentists would result in greater prosperity and 
more profits for the commercial dental-laboratories; it also shows that 
the commercial dentai-laboratories would be willing to sacrifice the 
quality of oral health-service, as rendered by the dental profession, in 
order to appropriate to themselves one of dentistry’s functions. 

o. Dentists are said to be dependent, for their information, upon 
claims set forth by manufacturers. This implies lack of facilities 
whereby dentistry may control and guarantee the quality of prosthetic 
service. 

27. “Organized dentistry has no established bureau for the testing of 
materials used in the construction of dental restorations; no analytical 
laboratory for fact finding. Dentists and laboratories, both, have been at 
the mercy of manufacturer’s claims for their information.” —Prosthetic 
Service News,’ 1934, 2, 1; Oct. 

That neither dentistry nor the dentist are at the mercy of claims made 
by manufacturers is well known. It is clearly shown, for example, 
by the Transactions of the American Dental Association for 1933, in 
which the work of the Research Commission is outlined. Through 
grants to institutions and individuals, and through a Research Fellow - 
ship at the National Bureau of Standards in Washington, materials 
for dental restorations have been analyzed and tested, and the require- 
ments for such materials have been specified, so that the dental protes- 
sion is able to protect itself and its patients by demanding those 
materials which are certified to meet the standards of the Research 
Commission. Besides, contrary to the unfounded claims quoted 
above, numerous manufacturers have also received direct help from this 
Commission. In addition to this protection of the professional stand- 
ards of the dentist and the quality of oral health-service to the public, 
the International Association for Dental Research and many dental 
schools are actively engaged in similarly important research work of 
value to the profession and to the public. Further, the Council on 
Dental Therapeutics by setting up standards, by test and analysis, and 


7 Prosthetic News Service: Protas Dental Laboratories, 524 Penn Av., Pittsburgh, Pa. 





168 WALTER H. WRIGHT 


by publication, protects the dental profession and the public against 
fraud and imposition by manufacturers and their agents. Products 
that meet the requirements are certified as being acceptable to the 
Council for use by the profession and the public. Inadvertently, the 
editor of Prosthetic Service News contradicted his own statement, as 
quoted above, in the following comment: 

28. “The dental profession has, today, many standards by which quality 
materials and quality workmanship can be judged.”—Prosthetic Service 
News, 1935, 2, 3; Feb. 

D. Dentistry is fully cognizant of the oral-health needs of the public, 
and of the qualitative and quantitative aspects of the oral health-service 
which should be rendered under changing social conditions. The dental 
profession is undertaking to meet its expanding social obligations while, 
at the same time, maintaining an effective system of production and dis- 
tribution of oral health-service based on a sound professional concept. 

p. It is the opinion of the committee that the qualitative objectives 
of dental prosthetic-service can be brought to full fruition, and main- 
tained on a high plane, by adoption of the ten recommendations at 
the end of this report. 

q. The quantitative phase of oral health-service, and its related prob- 
lems, are being intensively studied by qualified dental socio-economists 
who have given serious consideration to these problems, and are now 
advising with government agencies relative to the wider distribution of 
all types of oral health-service, including dental prosthesis. The social 
aspects of oral health-service constitute a group of the most important 
studies now being conducted by the American College of Dentists. 
The committee in charge, through its study of local, state, national, 
and international dental socio-economic conditions, will probably soon 
present recommendations to facilitate solution of the complex dental 
problems of this changing social period. 


IV. RECOMMENDATIONS 


We recommend action by the College in accord with each of the 
following ten main conclusions: 

1. Dentists should be urged to conduct the laboratory phases of 
their prosthetic service. 

2. Dentists who desire laboratory assistance should be urged to 
obtain the help of assistants to serve in the offices of these dentists. 
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3. Dental societies and organizations should be requested to study 
this problem and to organize local professional consultation bureaus, 
if and where advisable, for dentists who desire this assistance. Such 
bureaus could be made invaluable to dentists through the organiza- 
tion of a consultation-and-mutual-help service to which the dentist 
could go for advice and assistance when needed. Outstanding prac- 
titioners and specialists should be asked to volunteer their services for 
a few hours per week to aid in consultation, in diagnosis, and in plan- 
ning treatment for unusual and difficult oral conditions. Later, 
each of these bureaus could be supervised by a highly esteemed resi- 
dent-dentist. Such bureaus, fostered and supervised by local dental 
organizations, should soon become self-supporting and provide such 
service as, in the future, may be found advisable and helpful to the 
members. 

4. Serious study should be given to the teaching, under professional 
guidance, of such assistants as may in the future be required to reduce 
if possible the cost of, and to extend, the service which the dental pro- 
fession will be called upon to render. 

5. Hereafter, all dental assistants should perform their work wholly 
under the control of organized dentistry, for their service is given solely 
to the individual dentist and not to the patient. 

6. State laws should be amended wherever necessary to assure a high 
quality of oral health-service to the public, and to protect the rights 
of the dental profession. 

7. All professional dental organizations should be requested to dis- 
continue the practice of permitting representatives of commercial 
dental-laboratories and of other commercial organizations to partici- 
pate in the programs of meetings devoted to professional purposes. 
All teaching of any nature relative to the practice of dentistry, whether 
by courses, lectures, clinics, demonstrations, or programs, should be 
in accord with professional concepts. Further, such teaching should 
emanate from, and be sponsored and controlled by, organized dentis- 
try, and be made available to the members through accredited dental 
groups, or through related medical or other professional organizations. 

8. All professional dental organizations should be urged to give 
recurrent attention, in their programs, to papers, clinics, and post- 
graduate courses on the practical phases of dental prosthesis. 
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9. Dental schools should be urged to meet the growing educational 
needs of the profession by providing advanced courses for general 
practitioners, and also complete graduate courses in dental prosthesis. 
These courses should be planned in keeping with (a) the increasing 
need for prosthetic oral-health service that may be predicted from 
current oral neglect; (b) the increasing preponderance of adults in the 
population of our nation; (c) newly developed methods, which make 
possible a continuously improved oral health-service; (d) current ad- 
vances in dental education; and (e) the changing socio-economic 
condition. 

10. A nationally centralized publicity committee, with an organized 
subsidiary committee in each state, should be established to keep the 
profession informed about the issues associated with prosthetic-service 
problems, and on the need for prompt specific remedial action on these 
recommendations. 


AMERICAN COLLEGE OF DENTISTS 
AD-INTERIM ACTIONS OF THE REGENTS: 1934-35! 
SERIES 2? 


(a) Matters of policy. 1. The Commission on Journalism acted on the 
instruction stated in item 2 of Series 1 of these reports. The following 
related resolution was adopted at the annual meeting of the American Asso- 
ciation of Dental Schools in Chicago, March 18-20, 1935: 

“Whereas, one of the important functions of a dental educational institution is the 
development of a proper attitude of the students toward professional literature and 
journalism; and 

“Whereas, the free distribution of commercial and proprietary dental publications to 
the students develops the wrong psychological attitude toward dental literature; and 

“Whereas, the articles published and advertisements carried are uncensored, and often 
present erroneous and distorted concepts of professional conduct; 

“Be it resolved that it is the sense of the American Association of Dental Schools that 
distribution of the Dental Students’ Magazine and other similar publications to dental 
students be discouraged by the administrative officers of the various schools, and that 
official lists of students be not furnished to the publishers of such magazines.” 

2. The members of the special Committee on Codperation among Journals 
(Series 1, item 5) have been appointed [section (c), below]. The “method” 
proposed by the Committee has been approved [Appendix, section A, below]. 


1 Ad-interim actions of the Regents are taken at meetings, or by correspondence. 
2 Series 1 was published in the preceding issue of the J. Amer. Coll. Den.: pp. 31-32. 
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3. The appointment of a standing committee on oral surgery was author- 
ized [section (c), below]. 

4. A statement of minimum requirements for the acceptance of advertise- 
ments in the Journal of the American College of Dentists, as formulated by 
Drs. Brandhorst, Smith, and Gies, was adopted [Appendix, section B, 
below]. The Assistant Editor will serve as Chairman of a committee of 
the Board of Editors in charge of advertisements. 

(b) Administrative actions. 5. Publication of the first ad-interim report of 
the Committee on Dental Prosthetic Service was authorized (this issue, 
pages 153-170). 

6. The standing committee on the Certification of Specialists in Dentistry 
(Series 1, item 10) has been appointed [section (c), below]. 

(c) Appointments by the President to standing and special committees, as 
terms expired, vacancies occurred, or new committees were created (reap- 
pointments omitted): 

By-laws: A. L. Midgley, chairman; J. B. Robinson, W. J. Gies. 

Centennial Celebration (establishment of dentistry as a separately organized pro- 
fession—1939-40): H. S. Smith, chairman; Howard C. Miller, J. H. Ferguson, Jr., 
Harry Bear, E. C. Mills. 

Certification of Specialists in Dentistry: C. O. Flagstad, chairman; E. W. Swinehart, 
H. C. Fixott, G. R. Lundquist, L. M. S. Miner. 

Education and Research: A. W. Bryan to succeed J. B. Robinson as chairman; 
L. M. S. Miner to succeed H. L. Banzhaf, resigned. 

Finance and Budget: A. L. Midgley, chairman; H. S. Smith, G. W. Wilson. 

Journal Codperation (special): B. B. Palmer, chairman; L. M. Waugh, Leo Stern. 

Journalism: O. W. Brandhorst to succeed E. B. Spalding; G. M. Anderson to succeed 
F. A. Delabarre, resigned; O. W. Brandhorst to succeed B. B. Palmer as chairman. 

Oral Surgery: M. W. Carr, chairman; Harry Bear, W. J. Gies. 

Relations: T. J. Hill to succeed A. R. McDowell as chairman. 

Socio-economics: B. B. Palmer to succeed John H. Cadmus, deceased; B. B. Palmer 
to succeed C. E. Rudolph as chairman. 

(d) New sections. The sections of the College organized in Milwaukee, on 
April 15, 1935, and in Denver, on June 24, 1935, were accredited as the 
Wisconsin and Colorado Sections respectively—seventh and eighth in 
order of organization. 

July 30, 1935 Attest: Albert L. Midgley, Secretary 


APPENDIX 


A. REPORT OF COMMITTEE ON COOPERATION AMONG JOURNALS 


In compliance with the ad-interim action of the Regents that authorized 
the appointment of a committee of three to devise a method “by which the 
processing of manuscripts for publication, checking of printer’s proofs, 
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etc., could be shared by several allied journals, to decrease over-head ex- 
penses for each, and to relieve editors of this labor, for closer attention to 
more constructive work for the said journals,” your committee submits the 
following proposals: 

Location. It is recommended that the processing office be initially located 
in New York City. Advantages of such an arrangement would be: 

(a) The valuable advice and guidance that could be contributed by Dr. 
William J. Gies, especially in the formative period. 

(b) The convenience of Dr. Rosebury who is the editor of two of the three 
journals being considered for the first group participating in the plan. 

(c) The convenience of Dr. Gies who is the editor of the College journal, 
the third periodical that would participate in the proposed plan. 

(d) The convenience of the editor of the New York Journal of Dentistry 
should that journal participate in such a plan. 

(e) The possible utilization of Miss Holmes, Dr. Gies’ secretary, whose 
salary is paid by Columbia University from a grant by the College. 

Personnel. It is recommended that a processor and an assistant, prefer- 
ably a stenographer, constitute the initial staff. 

Duties of the staff. The processor would have full charge of processing 
all of the journals, and would maintain mailing lists and conduct routine 
correspondence and all other matters of a similar nature. The assistant 
would perform such duties as might be assigned to her by the processor. 

Relationships. The processing office would perform such functions in 
the preparation of material for publication as might be assigned to it by the 
editorial board of each journal. In addition, the office would act for all 
participating journals as a unit in such undertakings as might be unani- 
mously agreed upon. Each participating journal would be entirely autono- 
mous and would not compromise any of its prerogatives. 

Costs. (a) Rent. It is believed that it might be possible to obtain office 
space without charge. (b) Salaries. The salaries to be paid shall not 
exceed $2200.00. The foregoing costs, in addition to such general expenses 
as may be incurred, shall be borne by the owners of the participating jour- 
nals on a basis to be agreed upon by negotiations. It is estimated that the 
costs of conducting the processing office for the first year would not exceed 
$2500.00. 

Proposed procedure. If the Board of Regents approves of the foregoing 
plan, for the Journal of the American College of Dentists, it is recommended 
that the present Processing Committee be empowered to negotiate with the 
owners of the Journal of Dental Research, the Journal of the New York Acad- 
emy of Dentistry, and the New York Journal of Dentistry for their participa- 
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tion in the establishment of the proposed processing office; all agreements 
reached by the Processing Committee to be considered tentative, and to be 
subject to final approval by the Regents. It is recommended that the plan, 
if adopted, be instituted for an experimental period of six months. 


B. MINIMUM REQUIREMENTS FOR THE ACCEPTANCE OF ADVERTISEMENTS 
IN THE JOURNAL OF THE AMERICAN COLLEGE OF DENTISTS 


I. Purposes of the proposed acceptance of advertisements 


A. Properly controlled advertising in non-proprietary publications is 
unobjectionable; it is often desirable. 

B. The American College of Dentists, by exemplifying high standards of 
acceptance, may facilitate general adoption of such standards. 

C. Under proper regulations, the benefits of advertising on a high plane 
of acceptability are shared by the public, the profession, the journal, and 
the advertisers. 


II. Principles affecting acceptability of advertisements 


Advertisements, to be admissible to the pages of the Journal of the A meri- 
can College of Dentists, must conform with the statement outlined below, 
which is open at all times to amendment to meet new conditions. 


A. General rules affecting acceptance 


a. None will be accepted which, in any reasonable interpretation, would 
mislead, deceive, or defraud, the reader. 

b. Extravagant phraseology, disparagement, unfair comment, and testi- 
monials, must be omitted. 

c. Illustrations must be pertinent and free from vulgarity. 

d. Quotations from publications of the American College of Dentists 
may not be included. 

e. This Journal may not be mentioned as an indication of an advertiser’s 
responsibility or ethical standing. 

f. Financial advertisements may not promise unusual returns. 

g. There may be no assurance of superlatives, such as the assertion that a 
particular product is “absolutely safe.” 


B. Special rules affecting acceptance 


h. ADVERTISEMENTS RELATING TO DENTISTRY. 1. Dental equipment: only 
such as is marketed by reputable manufacturers or dealers. 

2. Dental materials: only such as continue to be (a) approved by the 
National Bureau of Standards, or (b) meet the specifications of the American 
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Dental Association. Orthodontic appliances and similar materials: only if 
approved by an accredited organization or group of specialists. 

3. Drugs and oral cosmetics: (a) only such official drugs (U. S. P. and 
N. F.) as are sold under their accredited names; (b) only such non-official 
preparations (including dentifrices) as have been admitted to Accepted 
Dental Remedies of the Council on Dental Therapeutics and continue to be 
eligible for retention therein, or have become eligible for admission thereto. 

4. Dental services—(a) Dental specialists: cards and announcements are 
not acceptable. (b) Dispensaries and clinics: only if institution and state- 
ments are acceptable to the Dental Educational Council. (c) Dental labora- 
tories: none. 

5. Education.—(a) Dental schools (undergraduate, postgraduate, or gradu- 
ate): only such as are approved by the Dental Educational Council. (b) 
Dental societies: only after detailed inquiry and assurance of a high type of 
instruction. (c) Dental offices, dental supply-houses: not acceptable. (d) 
Dental hygienists, dental technicians, dental assistants: only courses approved 
by the Dental Educational Council. 

(e) Education of the public: only procedures approved by the American 
Dental Association. (f) Dental journals: only non-proprietary publications 
represented in the American Association of Dental Editors. 

6. Foods: only such as have been approved by the Committee on Foods 
of the American Medical Association. 

7. Classified advertisements: only persons who are members in good stand- 
ing of the American Dental Association, American Medical Association, or 
other organization accredited in his or her particular field. For exchange: 
miscellaneous. For rent: equipment, office. For sale: apparatus, location, 
office, practice. Wanted: apparatus, assistant, book, intern, laboratory, 
location, partner, partnership, situation, technician. 

i. ADVERTISEMENTS RELATING TO NON-DENTAL MATTERS. 1. Business: 
only from those who conform with the code of their association, and exem- 
plify honesty and fair dealing in harmony with the standards of the Better 
Business Bureau. 2. Books and other publications: only such as have been 
or are about to be issued by reputable publishers. 3. Announcements: 
only when based on evidence of reliability. 

j. ADVERTISEMENTS RELATING TO MISCELLANEOUS MATTERS. Articles, 
materials, etc., not covered above: standards equivalent and parallel to 
those for advertisements generally. 

k. ARRANGEMENT AND PLACEMENT OF ADVERTISEMENTS: restricted, in 
accordance with recommendations of the American Association of Dental 
Editors, to the advertising section at the end of the issue; to the inside and 
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outside of the back cover; and to the inside of the front cover—not to be on 
or among pages devoted to professional affairs. 


IIT, Advertising rates 


Now under consideration by the Committee on Advertising of the Board 
of Editors. 


AMERICAN BOARD OF ORTHODONTIA! 


FRANK A. DELABARRE, D.D.S., M.D., F.A.C.D. 
Boston, Mass. 


The main function of the American Board of Orthodontia is to 
determine and certify to the qualification, for specialization in ortho- 
dontia, by those who appear before it for examination. Its purpose 
is to raise the standards of the specialty. How can the Board best 
exert its influence to that end? The quality of education acquired by 
applicants in undergraduate or graduate courses will largely determine 
the number who may pass the Board’s tests; consequently it is pri- 
marily a problem in education. 

It must be conceded that undergraduate courses do not offer enough 
instruction or experience to justify specialization on graduation; nor, 
up to the present, do the graduate courses add enough to give the 
public a service that is expected from a specialist. The elimination 
of privately conducted short graduate courses, and substitution of 
longer courses in university schools, as foreshadowed by the resolution 
adopted by the American Society of Orthodontists at Oklahoma City 
last year, is inevitable and a distinct sign of progress. Likewise it may 
be confidently expected that the report of the committee of the 
American Association of Dental Schools, on the “Survey of the Curric- 
ulum,”’ will result in similar advancement of educational standards. 
This report is soon to be available and contains a chapter on ortho- 
dontia by a competent sub-committee of orthodontists. 

Reviewing very briefly the trend of professional education in its 
larger aspects, it is at once apparent that there has been a constant 
growth and expansion, with more and more rigid requirements for a 


1 Read at a session of the thirty-third annual meeting of the American Society of 
Orthodontists, Waldorf-Astoria Hotel, New York, April 30, 1935. 
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degree. Emerging slowly from the situation when anyone might 
declare himself to be a “Doctor” and begin practice, the first dental 
school was established in 1840. As the demand for “educated” 
doctors grew, other schools or colleges followed on the pattern of 
medical schools, increasing the time requirement and expanding the 
curriculum. The increase in both respects has been stimulated at a 
rapid pace within our own memory, more than doubling the time and 
multiplying many-fold the number of subjects taught, with a cor- 
responding rise in the quality of examinations to win a degree. These 
added years have been built-on at the logical demand to include newly 
discovered fields of scientific knowledge, but with little thought of 
balancing the curriculum. The method of adjustment was wrong 
because the time and the cost of education have gone beyond reason 
when measured by the span of life. The graduate has spent too long a 
period of time in acquiring his education, and his power of adaptation 
of his extensive training to actual practice has diminished. This 
trend is, to a large degree, responsible for the public demand for 
service at less cost. 

The need is to establish a rational minimum time for a degree, and 
no subsequent lengthening of the course. New subjects as developed 
by scientific research must be included, but only after rewriting and 
readjusting the entire curriculum within the adopted time-limit. One 
great gain, for instance, would help to make this possible, if the 
public-health service of the states would establish scientific diagnostic 
laboratories sufficient in number to insure a 24-hour service to any 
doctor in the state. No doctor in practice can be expected to keep 
pace with the rapidly changing scientific methods of laboratory 
diagnosis, and time spent in the university on that subject is wasted 
because it is so soon outmoded. 

Now, to return to specialization: it is desirable, indispensable in 
fact, because progress comes largely through the efforts of specialists. 
The university is empowered by law to grant a degree for general 
practice. It should, for the same reason of public welfare in main- 
taining standards of education, be given its rightful prerogative of 
granting degrees for specialization whenever any specialty has won 
the right through years of development. Both the reason and 
advantage are obvious. When such a plan becomes effective, the 
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need for medical and dental boards will cease, and the responsibility 
for the maintenance of educational standards will rest on the uni- 
versity, where it belongs. Consequently your Board may be con- 
sidered as an “ad interim” body functioning without legal support and 
with minimum powers. 

This situation points to the major logical lines of action by your 
Board: (1) close codéperation with educational and administrative 
authorities in maintaining and elevating the standards of ortho- 
dontia; (2) intensive effort to unify existing laws of the states regulating 
practice, and advocacy of new statutes regulating specialization, 
when the authority has been given to universities to grant special 
degrees. I am heartily in accord with the aims and objectives of the 
Board, and think it should be continued on the same general lines. 
Its work has only started, and new lines of approach to the problem 
will no doubt appear with the constantly changing objectives and 
methods. 


THE VALUE OF FELLOWSHIP TRAINING IN DENTAL 
EDUCATION! 


BASIL G. BIBBY, B.D.S., Senior Rockefeller Fellow in Dentistry 
School of Medicine and Dentistry, University of Rochester, Rochester, N.Y. 


Educators in dentistry realize that while present formal school- 
training offers a moderately complete preparation for general practice, 
it does not lay a satisfactory foundation for the specialization, research, 
and teaching upon which the profession must depend for its advance- 
ment. This end might be accomplished by providing instruction 
which would not only lead to a realization of the inadequacy of the 
present knowledge of oral diseases, but at the same time lay a founda- 
tion upon which a better understanding could be built. Attempts to 
provide such instruction have been made by employing physicians as 
well as dentists to instruct in dental schools. The former, however, 
generally lack not only an appreciation of dental problems but also an 
active interest in their students; whereas the latter are too frequently 
devoid of both an adequate scientific knowledge and a critical attitude 


1This statement was prepared with the collaboration of the resident Rockefeller 
Fellows in Dentistry at the School of Medicine and Dentistry, University of Rochester. 
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of mind. In order to supply this type of instruction, it will be neces- 
sary to look for men who have both a dental background and special 
training in basic sciences and experience in research. They will 
require a greater diversity of training than can be obtained in one 
school under present systems. The advancement of dentistry also 
requires that more desirable and adequately prepared students should 
be attracted first of all into the profession, and then into its more 
influential branches. Much would be done toward solving this 
problem if young men considering dentistry could know that other 
outlets than practice would be open to them on graduation. En- 
couragement is also needed for the students of dentistry who have 
developed an interest in the scientific aspects of their courses. These 
needs would be supplied if routes were established by which those 
who have the ability and the desire could enter research or teaching. 

In the medical and biological sciences, the extensive training 
needed to develop competent teachers is furnished largely by the 
fellowship method of training. Specialization of study and experience 
in research are provided by financing chosen students so that they may 
work under authorities in different universities. These men are then 
absorbed by institutions which wish to strengthen a particular branch 
of their teaching or further a particular field of research. The benefits 
to the students and the teaching schools are about evenly divided. 
The students are given opportunity to enter fields for which they may 
be specially suited and to prove their worth. The schools are enabled 
to carry on researches which might otherwise be impossible, and are 
provided with a sort of reservoir of trained and tested young men 
from which they may reinforce their faculties. The same procedure 
could be followed advantageously in dental science. Even at present, 
a few fellowship appointments are available in medical schools? to 
dental graduates to help them obtain experience in dental research 
and training for specialized practice. These fellowships offer financial 
support, opportunity for study and research, and contact with in- 
vestigators and teachers. During tenure, the fellow is freed from 
routine duties but is expected, without formal instruction, to bring his 
knowledge of his special field up to date and to acquire the experience 


2 University of Rochester, School of Medicine and Dentistry, and Yale University, 
School of Medicine. 
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and interests which will lead him into a more useful dental career. 
This particular type of opportunity, however, has made little appeal to 
dental graduates. The possibilities of the fellowship method of 
advanced training have not been fully explored by dentistry. One 
reason for this is the fact that, since this training is expensive, it has 
not been possible to establish it in dental schools. This obstacle 
might be largely overcome, however, if dentistry were more given to 
the theoretical approach to its problems; then, it is probable, some of 
its schools might benefit from sources that aid research activities in 
other sciences. Another reason is that the fellowship method has not 
as yet proved its worth in dentistry. 

So far as the value of the fellowship method to dentistry is con- 
cerned, it is reasonable to assume that a method that is worth while in 
other sciences would also be valuable in this field. This should be 
equally true in dental, medical, or other scientific schools in which the 
opportunity would be available. The fellowship offers the man who 
desires to prepare himself for specialized practice in dentistry an 
adequate grounding in the sciences bearing on his subject, and contact 
with and appreciation of other specialties which should help him to a 
thorough understanding of his own needs. It would aid research by 
enabling dentists to obtain a thorough training in the basic sciences. 
Time spent doing basic research under the guidance of an experienced 
and sympathetic director develops the abilities of the fellow, gives 
him a knowledge of research methods, and encourages the development 
of a critical mind—the sine qua non of worthwhile research. Contacts 
with other investigators shape his attitudes, and provide stimulating 
and expanding influences. Fellowship tenure in any large university 
school could also supply an ample pedagogic background. Men who 
train for teaching in this manner should obtain scientific experience 
sufficient to enable them, in dental schools, to offer medical subjects 
with a dental orientation. Furthermore, a fellow could obtain train- 
ing which would enable him to teach at least the theoretical aspects of 
more than one dental specialty. This would result in an integration 
and coédrdination in these fields that would help the students, and 
contribute to the advancement of the subjects themselves. Most 
valuable of all to the dental schools, however, would be the ensuing 
opportunity to avoid the evils of self-staffing. Teachers who have 
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had investigative and educational experience elsewhere are able to 
stimulate in their students a more critical attitude of mind. 

In summary, the following points may be emphasized: the dis- 
covery and development of young men who are not only qualified but 
also disposed to devote their lives to dental teaching and dental 
research is one of the most pressing problems confronting the dental 
profession today. Fellowship training points to a solution of this 
problem by (a) appealing to a wider variety of students; (5) offering 
suitable men opportunity for study; (c) making new viewpoints and 
methods available to them; (d) giving them opportunity to win scien- 
tific recognition; (e) giving them opportunity to gain research experi- 
ence; and (f) qualifying them for dental teaching. The dental schools 
would benefit by (a) having tested and qualified graduates available 
to fill vacancies in faculties; (6) being provided with teachers who 
have been liberated from outmoded doctrines and methods; (c) being 
able to provide worthwhile students with costly training; and (d) 
being able to obtain assistance in carrying on researches. The 
profession would benefit by (a) having instruction in the hands of 


competent and up-to-date teachers; and (b) having an output of high- 
grade research, which would keep dentistry on a plane with other 
professions. 


Ep1tTor’s ADDENDUM 


Believing the readers of this timely paper would wish to learn more 
about the fellowship conditions and results at Rochester, Dr. Bibby, 
at our request, supplied the information from which the following 
details are taken. 


I. CURRENT ANNOUNCEMENT RELATING TO FELLOWSHIPS FOR RESEARCH 
AND GRADUATE WORK IN THE DENTAL SCIENCES 


“Under a grant from the Rockefeller Foundation intended to support 
research and graduate work relating to dentistry, the School of Medicine and 
Dentistry of the University of Rochester is now prepared to offer its facilities 
to well trained dental graduates who are interested in anatomy, bacteriology, 
biochemistry, pathology, or physiology, who desire special training in these 
sciences as aids in the problems of dental practice or wish to equip themselves 
for investigation and teaching in these subjects. These fellowships, which 
carry a remuneration of from $1200 to $1800 per annum, are available for 
periods of one or more years. 
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“According to his interest, the fellow is accepted as a graduate student in 
the Anatomy, Bacteriology, or other Department, and may attend the 
medical classes, seminars and staff meetings. Subject to action of the 
Graduate Council of the University, this work may be applied towards the 
degrees of M.S. or Ph.D. but is not applicable towards the M.D. degree. 

“Although fellows may obtain clinical material through the staffs of the 
Strong Memorial Hospital and the Rochester Dental Dispensary, due to the 
absence of an undergraduate dental school the clinical facilities in dentistry 
are limited. The opportunity will be given to work under adequate direc- 
tion in the new laboratories of the school in close contact with various 
research problems in the medical and dental sciences. Application may be 
made to George H. Whipple, Dean.” 


Il. REGISTER OF PAST AND PRESENT ROCKEFELLER FELLOWS IN 
DENTISTRY: 1930-36 


A. Present Fellows: 1935-36 


Bibby, Basil Glover, B.D.S., 1927 (Otago Univ., New Zealand). 
Rockefeller Fellow, 1930-33; Senior Rockefeller Fellow, 1933- 
Hine, Maynard Kiplinger, D.D.S., 1930, M.S., 1932 (Univ. of Ill.). 


Rockefeller Fellow, 1934— 
Hodge, Harold Carpenter, B.S., 1925 (Illinois Wesleyan Univ.); M.S., 1927, 
Ph.D., 1930 (State Univ. of Iowa). 
Rockefeller Fellow, 1931-33; Senior Rockefeller Fellow, 1933- 
McCrea, Marion Wilmer, D.D.S., 1935 (Ohio State Univ.). 
Rockefeller Fellow, 1935-. [Service about to be begun; July 31.] 
Robinson, Hamilton Burrows Greaves, D.D.S., 1934 (Univ. of Penn.). 
Rockefeller Fellow, 1934— 
Van Huysen, Grant, D.D.S., 1925 (Univ. of Penn.). 
Rockefeller Fellow, 1930— 


B. Past Fellows: 1930-1935 


Brashear, Alton Dean, D.D.S., 1932 (Ohio State Univ.); B.S., 1934 (Southern 
College); A.B., 1934; M.S., 1935 (Univ. of Rochester). 
Rockefeller Fellow, 1933-35. Instructor in Anatomy, Dental School, 
Louisiana State Univ., 1935-. 
Brawley, Robert Eugene, B.S., 1928, D.D.S., 1931 (Ohio State Univ.); M.S., 
1934 (Univ. of Rochester). 
Rockefeller Fellow, 1932-34. Fellow in Pediatrics, School of Med. and 
Den., Univ. of Rochester, 1934- 
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Clough, Oliver Wendell, B.S., 1929, D.D.S., 1932 (Dalhousie Univ.); M.S., 
1934 (Univ. of Rochester). 

Rockefeller Fellow, 1932-34. Private practice, Inverness, Nova Sco- 
tia, 1934— 

Davis, Wilbur McLaurin, D.D.S., 1928 (Atlanta-Southern Dental Coll.). 
Rockefeller Fellow, 1931-33. Instructor in Exodontia, School of 

Dentistry, Georgetown Univ., 1933— 

Day, Cyril David Marshall, B.D.S., 1922 (Otago Univ., New Zealand); 
D.M.D., 1927 (Harvard Univ.); M.S., 1934 (Univ. of Rochester) 
Rockefeller Fellow, 1932-34. Wellington, New Zealand. 

Dobbs, Edward C., D.D.S., 1929 (Univ. of Maryland). 

Rockefeller Fellow, 1930-32; Instructor in Pharmacology, Dental 
School, Univ. of Maryland, 1932- 

Knighton, Holmes Tutt, D.D.S., 1926 (Tulane Univ.). 

Rockefeller Fellow, 1931-33; Instructor in Bacteriology, Medical 
School, University of Georgia, 1933-34; Assistant in Operative 
Dentistry, Dental School, Medical College of Virginia, 1934— 

Sedwick, H. Jobe, D.D.S., 1916 (Univ. of Pittsburgh). 

Rockefeller Fellow, also Associate in Anatomy, 1930-33; Associate in 
Pediatrics, School of Med. and Den., Univ. of Rochester, 1933- 

Taylor, Walter Erwin, D.D.S., 1932 (Dalhousie Univ.). 

Rockefeller Fellow, 1933-34. Private practice, Saranac, N. Y., 1934— 


SOCIO-ECONOMIC DATA 


Series IT! 


We present below a few illustrations of typical views currently expressed by 
influential laymen, in publications of wide distribution and great influence. 


1. COMMENT ON “THE DOCTOR’S BILL,” BY HUGH CABOT, M.D.; 
? ’ 
COLUMBIA UNIVERSITY PRESS 


A. Review, entitled “Medicine must be socialized: F.C. Lendrum, 
Nation, 1935, 141, p. 109; July 24 


A large number of families in this country are suffering because they can- 
not afford medical care. But the problem of paying the doctor’s bill is far 
from being the only economic difficulty connected with our present medical 
service. For example, thousands of well-trained young physicians sit all 
day in empty offices. On the other hand, numerous “fashionable doctors” 


1 Series I: J. Amer. Coll. Den., 1935, 2, 48; Jan. 
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are so rushed that they have no time to examine a patient carefully and ade- 
quately. In both cases valuable diagnostic ability is going to waste. 
Furthermore, the public has no means of distinguishing a well-qualified 
expert from an ignorant bungler. Our present laws permit any licensed 
practitioner to proclaim himself a specialist in any field he may choose, and 
to perform any operation to which he can persuade a gullible patient to 
submit. Moreover, the patient who can pay large fees may receive even less 
scientific treatment than the poor man. The expression of an unbiased 
diagnostic opinion is difficult when a surgeon can easily charge a thousand 
dollars for an operation but will have difficulty in collecting more than 
twenty-five dollars for examination and advice. Asa result we have with us 
the “fee-splitting” racket and an appalling increase in the number of un- 
necessary operations. Yet when the Wilbur Committee on the Cost of 
Medical Care made its timid suggestion of a socialized medical service, the 
American Medical Association replied with a blast of anathemas. “The 
issue is one of sovietism versus Americanism,” the official journal thundered. 
The A.M.A. denounced even the august American College of Surgeons for 
suggesting a prepayment plan for medical costs. It sabotaged the efforts 
of the Michigan State Medical Association and the Milwaukee County 
Medical Society to give the public some form of health insurance. It has 
threatened with ostracism private groups of physicians who have attempted 
to offer insurance for medical expenses. The complaint about the hardship 
of payment for medical services is generally answered by the wholly irrelevant 
argument that our national expenditure for medical care is smaller than the 
amounts we pay for tobacco, cosmetics, soda-water, and silk underwear. 
Why does the A.M.A. take this reactionary attitude? Delegates to the 
national convention are usually elected because they have been successful 
in the practice of medicine, and success in our present economic system 
necessarily means financial success. The House of Delegates accordingly 
tends to represent opulence and senility. Yet other medical organizations 
somewhat similarly constituted have displayed a much more kindly feeling 
toward “socialized medicine.” The suspicion is unavoidable that the asso- 
ciation which claims the sole right to speak for the profession does not truly 
represent the feelings of the whole body of American physicians. 

Dr. Cabot opens his book with an amazingly lucid outline of the changes in 
the conditions of medical practice during the past forty years. Our present 
dilemma is shown to be not the result of “subversive activities” but an inevi- 
table consequence of social, economic, and technical changes. The growth 
of specialism, hospitals, and complicated laboratory procedures are demon- 

strated to be the result neither of a demand by the public for fancy frills nor 
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of a faulty emphasis in medical education. Instead, they are necessary 
developments if recent scientific discoveries are to be applied in healing the 
sick. The book makes a careful survey of the various systems of socialized 
medicine in Europe and also of the numerous forms of organized medical 
service which exist here. Dr. Cabot obviously does not wish to sell any 
European system for use in this country. He hopes, however, that unhin- 
dered expansion of our own beginnings in the direction of socialized medicine 
will result in a system adapted to our conditions and needs. Dr. Cabot has 
no rigid formula to solve all medical problems. Certain features must be 
present in the future medical service, however, if the best care that medical 
science can offer is to be made available to all who are sick. Medical 
care must be administered by well-integrated groups with adequate hospital 
and laboratory facilities. Free competition must go; only about 10 percent 
of the patients at present can pay a fee large enough for the physician to 
make any profit, and the future promises only “more and more fierce com- 
petition for the privilege of treating fewer and fewer patients.” Payment 
must be based upon some form of health insurance. Health insurance will 
no doubt ultimately be compulsory, but Dr. Cabot is skeptical of the success 
of any system that might be created at the present time by a fiat of Congress. 

Physicians should probably receive flat salaries: the collection of fees is a 
very dubious incentive to conscientious medical service. As for the repeated 
demand of the A.M.A. that the patient shall have “the free choice of a physi- 
cian,” Dr. Cabot notes that the demand for this freedom of choice generally 
comes from the physicians concerned and not from the patients. Contrary 
to the official dogma of the A.M.A. the system of socialized medical services 
should not be wholly, or even chiefly, under control of the profession. The 
public which pays and the patient who suffers should have a voice, not of 
course in the technical problems of medical treatment, but certainly in the 
social and economic aspects of how medical service is to be delivered. The 
sole right of medicine to exist is that it serve the health of the community, 
and not that it furnish an income to its practitioners. 


B. Review, entitled “Doctors, drugs and the public:” H. E. Barnes, 
N. Y. World-Telegram, July 29, 1935 


The science of medicine and surgery has made amazing progress during 
the last generation. Indeed, it is no exaggeration to say that there has been 
more of an advance in medical science since the American civil war than 
there was between the Stone Age and the inauguration of President Lincoln. 
But there has been no comparable development of the social and professional 
ideals which control the practice of medicine and surgery. Notions which 
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were dominant in the age of the country doctor dominate us in an era of 
science, machines, urban life and professional specialization. This lag 
between medical science and the organization of medical practice has now 
brought about a veritable crisis in the medical world. There is a general 
trend toward specialization, especially in medical practice in the cities. 
Its cost is almost prohibitive, save for the very wealthy and charity patients. 
The general run of patients are unable to pay their medical bills, while an 
all too large number of doctors are unable to gain an income at all com- 
mensurate with their long years of training and the expense involved in 
getting ready for, and undertaking, the practice of medicine. 

It is of high significance that the problem has been tackled by one of the 
most eminent and respectable of American doctors and that his book is 
commended by no less a person than former President A. Lawrence Lowell, 
of Harvard University. Dr. Hugh Cabot’s important book, “The Doctor’s 
Bill” (Columbia University Press, $3) is a sane, calm and courageous analy- 
sis of the medical dilemma of our day. It is bound to exert wide influence 
not only because of its intrinsic merit but also because the plutocratic 
moguls of the American Medical Association will not be able to hurl at the 
author the epithets of “Bolshevik” or “charlatan.” Dr. Cabot draws a 
lucid contrast between medical practice in 1890 and 1930, and clearly indi- 
cates the nature of the present medical crisis. He then surveys the develop- 
ment of health insurance and socialized medicine abroad and in this country. 
He clearly implies that the present system of medical practice must be 
abandoned in favor of group medicine, compulsory health insurance, salaried 
doctors and general social control of the character of medical practice, care- 
fully safeguarding the scientific autonomy of doctors and surgeons. The 
clear implication of Dr. Cabot’s book is that the situation has narrowed 
down to one of the medical welfare of the people of the United States versus 
the vested interests of the governing clique of the American Medical 
Association. 


2. EDITORIALS IN NEW YORK NEWSPAPERS 


C. “Medical care:” N. Y. Times, March 1, 1935 


To no one can we more confidently turn for advice concerning the matter 
of adequate medical care for the American people than to Dr. Livingston 
Farrand, president of Cornell University. In an address on the subject 
which he made a few nights ago the situation in its broad outlines was set 


forth in this summarizing statement: 
“The mass of the American people are receiving inadequate medical care. That care 
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is available and must be had. The costs cannot be budgeted by the individual citizen 
but can be met when distributed over large groups. The methods of distribution can 
be modified to meet local or special conditions. Successful application will benefit both 
the people who are served and the professions who give the service.” 


As to the inadequacy it has been shown that even in a normal time half the 
population receives “no medical care whatever.” A still larger proportion 
has no dental care. And the situation has become “steadily worse” during 
the depression. This is simply because the people cannot pay for it. For 
this the medical profession is not responsible. In every community of the 
country the doctor has carried the load of unpaid service—and “too often 
without recognition of any sort.” His lot has reached a crisis. Even in 
1929 one-third of all American physicians had net incomes of less than 
$2,500 and one-half of less than $3,800. Of private general physicians more 
would be found in the $1,000-$2,000 range of income than in any higher 
bracket. The problem to be solved is that of the poor and economically 
middle-class patient and of the average doctor, dentist and nurse. And it is 
increasingly difficult. 

But it is estimated that the people already pay nearly enough in any 
normal year “to buy medical service for every one.””’ Today we are spend- 
ing $30 per capita a year with “totally unsatisfactory results,” whereas an 
expenditure of $36 per capita a year would meet the demands of “‘reasonable 
standards’”’—assuming that there was a “reasonable distribution” over the 
entire country (for which there are nearly enough qualified physicians). 
It would seem that in normal times, at least, the people can afford to pay for 
the kind of medical service which modern science of medicine and nursing 
regards as desirable. But how is adequate medical care to be assured with 
something like adequate compensation to the doctors and nurses? The 
answer is health insurance on a wide scale. But in determining upon the 
plan there must be full coéperation between the medical and dental professions 
and the public. Any system that would tend to lower the quality of these pro- 
Sessions “would carry the seeds of ultimate failure.” The control of procedures 
and standards must remain in the hands of the professions, and the relations 
between patient and physician must be safeguarded. And there is no rea- 
son, according to this highest authority, why a system of insurance should 
not be devised that would work to the good of both physician and patient. 
This is a matter of prime concern to every individual and therefore to organ- 
ized society—and to the medical profession. [Italic not in original.] 


D. “Keeping ahead of ills:’ N.Y. Sun, May 13, 1935 


When a housewife buys a waffle iron or an easy chair on the installment 
plan she gets the article first and pays later, but she probably has not hesi- 
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tated to buy life insurance by paying in advance. This latter experience is 
likely to be influential in spreading the use of the hospital plan which pro- 
vides twenty-one days of care for subscribers who pay about ninety cents a 
month, or $10 a year. 

About 100 hospitals have combined to offer the plan to all residents of an 
area with a radius of fifty miles from Manhattan. On the first day in which 
this plan operated, last Tuesday, more than 600 persons enrolled. Appli- 
cants are required to sign a statement that they are less than 66 and in good 
health; payments are made in some cases through regular deductions from 
pay rolls where a number of employees of a company enroll. The subscriber 
who becomes ill must provide and pay his own physician, but may select any 
hospital among the plan members. 

Dr. C. Rufus Rorem, discussing the group-hospital system in a recent 
issue of the Survey, asserted that it is here to stay in some form. “Even if 
statewide health insurance plans are adopted for wage earners,” he said, 
“white collar employees will probably require and use voluntary plans for 
budgeting medical bills.” , The cost of the New York plan is comparable to 
that of several to which Dr. Rorem referred. He estimated the cost of one 
day’s hospital care as ranging from $4.50 to $6.50 for subscribers to a group 
plan; hence, a person who pays $10 a year and receives the full twenty-one 
days to which he is entitled at that rate would get the equivalent of at least 
$94 in hospital service. Dr. Rorem’s belief that the scheme will be per- 
manent is upheld by the fact that the idea has been put into operation in 
more than forty cities. 


E. “Up to medical societies:”’ N. Y. World-Telegram, May 28, 1935 


We are glad to see the organized medical profession taking the right 
view of its responsibility and duty under the new law which provides for 
special panels of physicians to serve in workmen’s compensation cases. 
Commending the statute as a “milestone” in eliminating long-standing 
abuses, the Nassau Medical News, official publication of the Nassau County 
Medical Society, says: 

“The present legislation is really an opportunity given the medical men to prove 
that it is possible for medical matters to be handled by medical men and that the doctor 
is capable of putting his own house in order and keeping in line the small groups which 
he feels have been responsible for the complaints made against his profession.” 

The World-Telegram, in urging the panel system now in effect, stressed its 
belief that the medical societies, in furnishing the panels, could be counted 
on to grasp the chance to curb the evils of fee-splitting, bill-padding and low- 
standard medical service revealed in the Cullman committee report on the 
medical side of workmen’s compensation. The new law will prove a blessing 
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to the precise extent that the medical societies accept their part in it and 
insist that only properly qualified physicians shall handle compensation 
cases. The Nassau County Medical Society rightly recognizes it as an 
“opportunity.” 


CORRESPONDENCE AND COMMENT! 


The “‘master-servant plan” in dentistry. “The following footnote appears at the bottom 
of pages 112-113 of the Final Report of the Committee on the Costs of Medical Care (Oct. 31, 
1932): ‘C. We commend the growing tendency in the practice of dentistry toward a 
division of labor in which a dentist who is also a physician assumes larger responsibilities 
for the diagnosis and treatment of conditions arising from or related to the teeth, while 
much of the routine performed by the dentist in the past is delegated to dental hygienists 
and other technicians working under his direction Morris L. Cooke, Haven Emerson, 
Mrs. Walter McNab Miller, Alfred Owre, William J. Schieffelin, John Sundwall, C.-E. A. 
Winslow.’ The special interest now being manifested in the activities of representatives 
of commercial dental-laboratories suggest publication of the following views relating to 
the foregoing footnote: Ignorance may explain, but does not justify, a false or misleading 
statement. If the idea contained in the above footnote could legally be put into prac- 
tice, the standards of dental education and those of dental health-service, which have 
continually advanced during the past century, and likewise oral health-service for the 
public, would be degraded. Dentists have spent their lives in developing and perfecting 
their ability and procedures in the ‘routine’ practices of dentistry. Organized dentistry 
has continually directed its efforts to safeguard the oral health-service for the public 
by elevating the educational standards of the profession, and by securing adequate 
legislation to protect the interests of the public. The subscribers to the views in this 
footnote would tear down legal safeguards, supplant qualified dentists by charlatans, and 
debase oral health-service—all in the name of science and, presumably, for the advance- 
ment of oral health-service! This attitude is beyond understanding. 

“A statement with such potential dangers to the oral health of the public is un- 
questionably the result of lack of understanding of the nature, scope, and requirements 
of dentistry and the service it renders. It is difficult to understand why anyone familiar 
with the nature and requirements of the practice of dentistry would suggest such a divi- 
sion of labor and the proposed sharing of responsibilities with those not qualified to 
render an adequate oral health-service. Presumably, these members of the committee 
did not understand that the ‘routine performed by the dentist in the past’ is the very 
cornerstone upon which the practice of dentistry has been founded. If this ‘routine’ 
were taken away from dentistry, or delegated to unqualified persons, dentistry would 
cease to exist. This ‘routine’ underlies, by far, the greater part of dentistry’s service to 
the public. It is the excellence of these ‘routine,’ esthetic, bio-mechanical practices that 
has honored American dentistry throughout the world. Since leaders of American 
dentistry have found it advisable and necessary to elevate the standards for the prac- 





1 All members of the American College of Dentists are invited to submit discussions 
for publication. Owing to present limitations of space, contributions for this department 
should be brief and direct. The terminal numerals in parenthesis are inserted for pur- 
poses of identification in the records of this Journal. 
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tice of dentistry to insure an increasingly improved dental health-service for the public, 
how can any group, without a careful study of dentistry, recommend a change which 
fails to consider the fact that lowering the qualifications of those who serve the public 
cannot but lower the quality of the service which the public will receive? The assertion 
that ‘larger responsibilities for the diagnosis and treatment of conditions arising from 
or related to the teeth’ contains two untenable assumptions: (1) the practice of den- 
tistry is an irresponsible ‘routine’ unworthy of the capabilities and knowledge of the 
physician-dentist and (2) ‘diagnosis and treatment of conditions arising from or related 
to the teeth’ are beyond the scope of ‘routine’ dentistry. The first assumption is refuted 
by even a superficial knowledge of the understanding, skill, and responsibilities associ- 
ated with oral health-service; by the scientific advances in dentistry; and by the impor- 
tance of the unsolved dental problems that challenge some of the most highly trained 
minds of the present day. The second assumption is likewise erroneous, as shown by 
the unprecedented advances in the study by dentists of biologic aspects of dento- 
medical problems, and by the widespread codperation between dentists and physicians 
in the ‘diagnosis and the treatment of conditions arising from or related to the teeth.’ 

“There is not the least doubt that the members of the committee who signed this 
incredible footnote would be the first to complain of the low grade of dental work, if their 
recommendation were put into operation. The possibilities for commercialism and ex- 
ploitation in dentistry would be unlimited if ‘technicians’ were permitted to practise 
intra-oral phases of dental service. Under such conditions the technicians would at 
first gladly submit to the directions of professional overseers. Later, however, when 
their numbers had increased, they would break away from such restraints and, through 
legislation, secure the necessary license to conduct all of the intra-oral phases of dental 
practice. The history of the laboratory technicians in Germany illustrates what is 
likely to happen in America, if such a master-servant plan should become effective.”—(7). 
See also the ad-interim report of the Committee on Dental Prosthetic Service, p. 153. 
—Ed.] 

Custom and good form relating to status, rank, titles and degrees in the U. S. Navy (and 
Army). [The following welcome information has been taken from a letter written by a 
commissioned officer in the Navy.—Ed.] “There seems to be some confusion regarding 
the status of a commissioned officer in the Navy, the significance of rank and title, and 
the bearing of custom and good form on the use of titles and degrees. (1) When a 
student meets certain requirements in an educational institution he has conferred on 
him a degree. Similarly when an individual seeks to become a commissioned officer in 
the Navy he must meet certain requirements. If he succeeds and is appointed, he not 
only is given a position but in addition has conferred on him a rank. With the rank 
goes a title, as is true with certain academic degrees. In the United States Navy the 
same word or words are used for the title as for the rank, used before the name as a title 
or after the name asa rank. It is not custom or good form to use either an academic or 
professional degree or an accompanying title when using a Naval titleorrank. (2) The 
Naval rank is not a position as some persons think. To illustrate by comparison: a 
Master of Science may have a permanent position as a member of the teaching staff of 
an educational institution. His position within the staff at one time may be that of 
assistant professor in a particular department. He may also meet the requirements 
and attain a Doctor’s degree yet continue in his position as assistant professor. So it is 
in the Navy. The individual’s permanent position is that of an officer of the line or a 
staff corps. His assignment of duty is changed from time to time with a corresponding 
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change in his immediate position, but this does not change his rank. An advancement in 
rank depends on his having attained certain qualifications and met requirements, with 
the result that a higher rank is conferred on him. Just as the degree of Doctor of Philoso- 
phy indicates that the holder has attained the qualifications for the successive degrees, 
so does a higher rank indicate that the possessor has attained the requirements for the 
successive ranks. (3) If John Smith has the rank of commander in the Dental Corps of 
the Navy he is properly addressed, in writing: ‘Commander John Smith, D. C., U. S. 
Navy.’ In speaking he is addressed: ‘Commander Smith.’ He should sign: ‘John 
Smith, Commander, D. C., U.S. N.’ The words ‘Dental Corps, United States Navy,’ or 
initials therefor, after his name should be sufficient to indicate that he has a dental degree. 
On rare occasions a civilian organization .... may deem it essential that professional 
degrees be shown. In such a case it would seem proper that they be enclosed in paren- 
theses, thus: ‘John Smith (D.D.S.), Commander, Dental Corps, U. S. Navy.’ The 
‘institution’ in such a case is ‘Dental Corps, United States Navy,’ not the ship or station 
to which he may be attached at the moment. (4) United States Army customs regarding 
the use of titles are essentially the same as those of the Navy. The corresponding Army 
ranks for those authorized for the Navy Dental Corps are as follows: 

“Navy—Captain, Commander, Lieutenant Commander, Lieutenant, Lieutenant 
(junior grade). 

“Army—Colonel, Lieutenant Colonel, Major, Captain, First Lieutenant.”—(8). 

Significant comment on Dr. Bissell B. Palmer’s book on misrepresentation in the advertise- 
ments of dentifrices, etc. [A correspondent suggests that publication of the following 
quotations, “from an effective article” by C. B. Larrabee, “would be a service for many 
who do not see the periodical in which it appears:” Printers’ Ink, July 25, 1935; p. 65. 
—(Ed.)| “The attitude of dentists toward the advertising of dentifrices and mouth 
washes is today one of excusable antagonism. Yet the dental profession as a whole 
owes a great deal to the educational work done by these advertisers over a long period 
of years. This antagonism in its more extreme form is heatedly summarized in a new 
book by a noted New York dentist. According to the publishers this is another Van- 
guard publication that ‘names names.’ It is advertised as another one of the muck- 
raking books to join the exalted company of ‘100,000,000 Guinea Pigs,’ ‘Skin Deep,’ 
and ‘Counterfeit.’ As a matter of fact, ‘Paying Through the Teeth’ is a much better 
book than its predecessors. In the first place, it does not attempt to cover such a wide 
field. In addition, Dr. Palmer is a recognized authority in the dental profession and 
confines himself solely to the field in which he operates. Furthermore, he is a careful 
critic and with some exceptions confines himself to provable facts without launching 
further into unprovable deductions or innuendo. By these tokens the author’s charges 
are going to be much more difficult to answer than have many of the charges of previous 
muck-raking books. 

“Dr. Palmer does not take the attitude that because a dentifrice advertiser makes 
false claims his product is no good. He says: ‘Our disagreement is not with dentifrices 
per se, but with the false claims made for many of them, with the high prices charged for 
them in relation to their limited value, and with the harmful ingredients contained in 
some of these products.’ Thus although a number of the products that he rakes pretty 
thoroughly over the coals have nearly the same formulae of products that he does not 





2 “Paying Through the Teeth.” A Critical Analysis of Dental Nostrums. By Bissell 
B. Palmer, D.D.S., F.A.C.D. (The Vanguard Press, $2.) 
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object to, he condemns them because their advertising is so untruthful as to merit the 
contempt of reputable scientists. Of course, many dentifrice advertisers have for years 
invited this kind of book by their stupidly short-sighted ballyhoo tactics. There is 
probably no single industry, unless it is that of cosmetics, that has allowed its advertising 
to fall to such « low level as the dentifrice industry. This statement is true in spite of 
the honest and reputable advertisers in the field who have fought vigorously against the 
slick practices of competitors. 

“No doubt this book will be vigorously denounced by many of the manufacturers in 
the field and by their friends. Like any muck-raking book—although by no means to 
such a large extent—it makes statements that are refutable. No amount of refutation, 
however, will eliminate the fact that an uncomfortably large proportion of dentifrice and 
mouth wash advertising has sunk to a pretty low ethical standard. Probably the most 
common complaint against this book will be that Dr. Palmer condemns good products 
along with bad. He is very careful, however, in his condemnation to point out in almost 
every case that the meritorious products are meritorious but that false claims or lying 
statements place them outside of the pale. Dr. Palmer’s philosophy is that the manu- 
facturer‘of a meritorious product weakens his own case when he advertises that product 
in such a way that the public is misled into believing that it will accomplish the things 
that no dentifrice on the market can possibly accomplish. 

“There can be no question that Dr. Palmer represents, perhaps a little extremely, the 
view of a large number of well-informed dentists. It is a little difficult these days to 
find good dentists who will defend dentifrice and mouth wash advertising 

“When the American Dental Association created its Council on Dental Therapeutics, 
probably ten years after such a council should have been created, for the first time a 
large body of dentists were given some opportunity to judge dentifrices and mouth 
washes on a scientific basis. Thus it is a little gratuitous for the dentists of the country 
to take such a high and mighty stand against advertisers. They themselves are partly 
to blame for present conditions. The average dentist, particularly if he is an active 
member of a dental society, has a great horror of the word ‘advertising.’ This stems 
out of his aversion toward the so-called ‘advertising dentist.’ Every dentist with a 
high sense of professional ethics believes that personal advertising is unthinkably non- 
professional. It is probably well that this is so , 

“As a group, however, the manufacturers in the dentifrice and mouth wash field have 
known the attitude of the dentists. Why, then, have they run hog wild? The answer is, 
of course, competition. According to the accepted scientific view among dentists no 
dentifrice or mouth wash can have much therapeutic value. The function of a dentifrice 
or mouth wash, these scientists say, is to clean. They point out that the amount of 
medication that can be included in any dentifrice and mouth wash is so small that it 
can have only a momentary curative value if indeed it can have any. Yet unblushingly 
for years dentifrice and mouth wash manufacturers have recommended their products as 
cures for pyorrhea and other oral diseases when they knew quite well that there was no 
basis for the soundness of their claims. The unfortunate fact as seen from the manu- 
facturer’s side of the desk is that there is no particular sales appeal in the recommendation 
‘Keep your teeth clean.’ That is not far enough for a profit-hungry manufacturer who 
wants to boost sales. For him the answer to his prayer is found in scare copy. He 
salves his conscience by saying, ‘Oh, well, I should be allowed a little leeway. After all 
what damage do I do? Maybe my claims are a little out of line, but if I get peopleto 
clean their teeth and therefore keep their mouths clean am I not serving the public?’ 

“That is an easy way of rationalizing a lapse in ethics. What Dr. Palmer complains of 
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in his book, however, goes considerably beyond this. He points out with some justifica- 
tion that the dentifrice manufacturer who claims that his very mildly aseptic product 
will cure pyorrhea is likely to keep hundreds of people away from dentists who are sci- 
entifically able, if not to cure, to at least alleviate the disease. Thus, today, there are 
two irreconcilable camps. On the one side are the dentists who condemn advertising in 
general because of the sins of the more blatant manufacturers. On the other side are the 
manufacturers who, perhaps in some cases honestly, feel that they are performing a public 
service and cannot understand the antagonism of the dentists. To such manufacturers 
I recommend a thorough reading of ‘Paying Through the Teeth.’ They will find, in 
somewhat extreme forms, to be sure, the reasons why dentists are antagonistic toward 
their advertising 

“Tt is essentially a tragedy that the antagonism between dentist and advertiser exists 
as it does today. It is most unfortunate that the dentists themselves lay the whole onus 
on the manufacturer. Actually the dentists have left the field wide open to the manu- 
facturer. For several years there was vigorous agitation among members of the American 
Dental Association itself for the promotion of advertising of a general kind that would 
teach public hygiene. It is a sad fact that several honest, sincere gentlemen who happened 
to espouse the side of advertising were crucified by some oi their brother dentists who 
climbed up to their ivory towers and contented themselves with crying, ‘Ethics! Ethics! 
Ethics!’ It has long been the feeling of Printers’ Ink that the dentists of this country 
should sponsor advertising of an educational nature. If the dentists have any sincerity 
in their concern for public health, they should realize that there is probably no weapon 
as effective as advertising to advance that cause. So long as the dentists shy away 
from am advertising program of this kind they lay themselves open to the unjustified 
suspicion that some of them are far more interested in oral ill health than in oral health. 
It is unfortunate that organized dentistry and the dentifrice and mouth wash industry 
cannot get together on some common ground. There is no doubt that a large section 
of the public is pretty thoroughly sickened of the feverish and misleading advertising of 
some of our leading manufacturers. In the long run this public distaste is going to be 
reflected in sales. Yet the manufacturers are in a position to further the cause of oral 
hygiene as they did for so many years. Perhaps it is hopeless at the present stage to 
think of any reconciliation between the two camps. Yet I should like to see what would 
happen if ten of the leading dentists would sit down at the same table with ten of the 
leading dental manufacturers to work out a satisfactory program. Perhaps that is 
something for Dr. Palmer to think about.”—(9) 


EDITORIALS 


AMERICAN ASSOCIATION OF DENTAL SCHOOLS 


The twelfth annual meeting of the American Association of Dental 
Schools, recently held in Chicago, reflected in many ways the progress 
of dental education in the last decade. Those who have done so much 
in the past toward the improvement of dental education should be 
encouraged by the splendid spirit of codperation within the Associa- 
tion, and the research attitude with which educational problems are 
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being approached by its members. That the future of dentistry is 
largely dependent on dental education is fully recognized by the 
members of the Association and their actions certainly are significant 
of a desire to improve its status. Looking toward the future progress, 
the President of the Association included in his address the follow- 
ing recommendation: 

“There is a growing trend toward the adoption of the 2—4 plan by Ameri- 
can dental schools, and indications are that many difficulties can be avoided 
if in the near future this plan is adopted by all schools. Believing that it is 
appropriate for the Association to assume the initiative in regard to a date 
when the plan should be required of all schools, I wish to suggest that the 
American Association of Dental Schools recommend to the Dental Educa- 
tional Council that, as a part of its minimum requirements for Class A 
rating, all dental schools begin operation, in September 1937, on a four-year 
curriculum, admission to which shall be based on two years of collegiate 
pre-dental education.” 

The Committee on the President’s Address, in its report offered the 
following resolution: 

Resolved: That it is the sense of this Association that the 2-4 program of 
dental education be put into effect in the school session beginning September 
1937; and be it further 

Resolved: That this Association express its disapproval of rigid specifica- 
tions of required subjects in the two years of work in the college of arts and 
sciences by any regulatory body other than the universities and schools 
themselves.” 

The resolution dealing with pre-dental education is primarily 
directed toward meeting what is regarded as a need for liberalization 
of the requirements for admission, and for better general education of 
applicants for admission to dental schools. Many persons now 
believe that more graduates fail as practitioners owing to inadequate 
general education than because of lack of knowledge of dentistry or of 
the basic sciences. Under the present system of prescribed pre- 
dental courses, applicants with master and bachelor degrees must be 
rejected, if they lack any part of the required courses. It is felt that 
if the prescription of courses be removed, and the problem of selection 
of students be left to the universities and dental schools, there would 
be marked improvement in the educational qualifications of students 
who enroll in dental schools in the future. These matters were ably 
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discussed by Dean Leroy M. S. Miner in an address on “Pre-dental 
education.” 

At the administrative session, Dr. A. W. Bryan, University of Iowa, 
introduced the following resolution, which was approved by the 
Association : 

Whereas, one of the important functions of a dental educational institution 
is the development of a proper attitude of the students toward professional 
literature and journaiism; and 

Whereas, tue free distribution of commercial and proprietary dental 
publications to the students develops the wrong psychological attitude 
toward dental literature; and 

Whereas, the articles published and advertisements carried are uncen- 
sored, and often present erroneous and distorted concepts of professional 
conduct; be it 

Resolved that it is the sense of the American Association of Dental Schools 
that distribution of the Dental Students’ M agazine and other similar publica- 
tions to dental students be discouraged by the administrative officers of 
the various schools, and that official lists of students be not furnished to the 
publishers of such magazines. 

The question of publication, by the Association, of a “Journal of 
Dental Education” was brought before the Association. The project 
was referred to the Executive Committee, which was given power to 
act. It is hoped that the committee will find it possible to publish a 
journal, for there is a distinct need for an agency for the dissemination, 
to the dental teachers of the United States and Canada, of information 
on dental education and its related fields. The “Curriculum Survey 
Committee” called attention to the fact that the Association had 
received an additional grant from the Carnegie Corporation for a 
study of methods of teaching.! Twelve group conferences, on methods 
of teaching of certain courses, represented attempts to locate problems 
of instruction which might be studied later by the Survey Committee. 
The subjects covered were oral anatomy, pathology, partial denture 
prosthesis, orthodontics, oral medicine, operative dentistry, oral 
surgery, complete denture prosthesis, materials used in dentistry, 
principles of medicine, diagnosis, and pharmacology. At the general 


1 The report of the Curriculum Survey Committee, issued since the adjournment of 
the meeting, is discussed in the succeeding editorial —{Ed.] 
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sessions several interesting guest speakers were heard. These in- 
cluded Dr. Harlan H. Horner, Assistant Commissioner of Higher 
Education, New York State Education Department, on the “Chal- 
lenge of the future;”” Dr. Michael M. Davis, Medical Director of the 
Julius Rosenwald Foundation, on “The social outlook;” and Dr. 
Edward M. Jones, of the Personnel Department, University of 
Buffalo, on “Possibilities of comprehensive examinations in the 
professions.” The addresses were timely, and touched upon topics 
of great significance to dental education and to dentistry. 

The Association voted the appointment of a committee to study 
methods of standardization and accreditation now in use by educa- 
tional organizations, with a view to their possible application to dental 
education. This committee, composed of Dean J. T. O’Rourke 
(University of Louisville), Dean Charles R. Turner (University of 
Pennsylvania), and Dean A. W. Bryan (University of Iowa), will 
report to the Association at its next meeting. The following officers 
were elected for the next year: President, A. R. McDowell, Dean of 
the Dental School of the College of Physicians and Surgeons, San 
Francisco. President-elect, Dean Ralph R. Byrnes, Atlanta-Southern 
Dental College, Atlanta. Vice-president, Dean Harry M. Semans, 
Ohio State University College of Dentistry. Secretary-Treasurer, 
Dr. Gerald D. Timmons, University of Indiana School of Dentistry, 
re-elected. Executive Commitiee, Dean Leroy M. S. Miner, Harvard 
University Dental School. Educational Council, Dean Henry L. 
Banzhaf, Marquette University Dental School, re-elected. National 
Board of Dental Examiners, Dean A. W. Bryan, University of Iowa 
School of Dentistry. The next meeting of the Association will be 
held on March 16-18, in Louisville, Ky.—J. T. O’R. 


DENTAL CURRICULUM 


The report of the survey of the dental curriculum, completed under 
the direction of a committee of the American Association of Dental 
Schools, has been published.? It appears certain that this study will 


2A course of study in dentistry: Report of the Curriculum Survey Committee, 
American Association of Dental Schools. Pp. xiii + 412; issued April 22, 1935; cloth 
bound, $1.50; paper bound, $1.00. American Association of Dental Schools, 1121 W. 
Michigan St., Indianapolis, Ind. 
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prove to be an invaluable contribution to progress in dental education, 
and the Curriculum Survey Committee, the sub-committees, and the 
Executive Secretary, Dr. L. E. Blauch, deserve the approbation of 
the dental profession. The scientific approach to the task, and the 
detailed scrutiny which every item received, warrant the assumption 
that the report will prove to be a classic in educational surveys. 
The examination of dental schools under the direction of Dr. Gies, 
supported by the Carnegie Foundation, was responsible for a sig- 
nificant improvement in dental education. While the benefits of that 
survey were not discernible immediately after the report, an analysis 
of the situation today affords ample reason for the dental profession to 
be grateful for the changes introduced as a result of that study. The 
changes which will come as a result of the Curriculum Survey will 
probably not be radical nor abrupt, and it is quite possible that many 
members of the dental profession will not realize that dental education 
has made an appreciable advance. Those engaged in teaching recog- 
nize that no dental school can have taken a part in this survey, and no 
faculty can make a careful study of the report, without appreciating 
the need for some changes in curriculum and teaching procedure. 
While it is not expected that all dental schools will adopt the suggested 
curriculum in its entirety, it is certain that the study has exposed the 
desirability for some readjustment in the curriculum of every school. 
These changes will result in more effective teaching and, consequently, 
better trained dentists in the future. 

The American Association of Dental Schools has adopted a resolu- 
tion that all schools accept the two-four plan of dental education and 
that they require two years of college study, for admission, beginning 
in the autumn of 1937 (see page 193). The remarkable increase in a 
period of two decades in the educational requirements for dental 
practice is possibly unprecedented in any other educational field. 
It is a reflection of the progress dentistry is making in research and in 
technology but, even more, an indication of the development of the 
social consciousness of the profession. As the members of the profes- 
sion have visualized the social importance of dental service, their 
leaders have sought to give adequate preparation to future dentists so 
that the obligation to society may be more completely fulfilled. The 
desire on the part of the dental profession to acquire a better educa- 
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tional background in social studies, in the basic sciences, and in the 
field of medical practice, is not for the purpose of extending their 
field of endeavor. It is, rather, to improve the quality of service in 
the dental field, and thus make a greater contribution to the welfare 
and comfort of the people. There is no desire to displace the bound- 
aries of dental practice in the direction of medicine; but the dentist, 
the physician, and the public, are developing an appreciation of the 
importance of intelligent dental care in general health-service. 

The objectives of dental education are possibly more easily defined 
than are those in certain other phases of education, and it is probable 
that the degree of accomplishment in attaining these objectives can 
be more accurately determined. Dental educators have not been in 
complete agreement regarding the means for attaining these objectives 
of dental education, but the recent action of the American Association 
of Dental Schools indicates that the so-called two-four plan is now 
being generally accepted as the desirable plan for American dental 
schools. There is at present no reason to believe that further exten- 
sion of the time required for dental education is probable. Future 
efforts to improve the product of dental schools will undoubtedly be 
restricted to refinements of teaching methods rather than to further 
elongation of the training period. 

Some divergence of opinion does exist regarding the selection of a 
satisfactory program of preliminary college education. In the past, 
certain specific requirements of study in the college years have been 
adopted, both by the dental schools and by regulatory bodies. The 
same condition exists in medical education where schools and state 
medical-boards have specified a large part of the curriculum of the 
college years. This in effect extends the medical course by demanding 
certain science studies previous to the four-year curriculum, and 
thereby limits the opportunity for many desirable elective courses. 
Recently, educators who have given this matter their attention are 
inclined to the belief that the time required in a college of arts in 
preparation for professional schools should be utilized for a broad 
cultural education. If we postulate that the two college years are for 
the purpose of general preparation for life, rather than technical 
preparation for dental practice, it is not appropriate for dentistry to 
assume the direction of those two years of education. It would seem 
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that advisory rather than mandatory action on the part of state 
examining-boards and dental schools is indicated in the matter of 
pre-dental education.—C. W. F. 


DENTAL EDUCATION 


In this issue we publish papers on the importance of graduate 
study by the fellowship method (Bibby, p. 177) and on objections to 
continual lengthening of the period of years required for the training 
for admission to geperal practice (Delabarre, p. 175); also editorials 
on the proceedings of the recent meeting of the American Association 
of Dental Schools (O’Rourke, p. 192), and on the Report of the 
Curriculum Survey Committee (Freeman, p. 195). In future issues 
we shall return to some of these subjects. For the present we refer, 
in passing, to the fact that although the Curriculum Survey Com- 
mittee concluded that the minimum predental “collegiate” require- 
ment should be made equal in years (two) to that for admission to 
medical schools, it also recommended that physics and organic chem- 
istry be included in the first year of the proposed new dental curricu- 
lum, and reserved a total of 176 hours (one-sixth of the whole year) 
for these two academic subjects, which are required for admission 
to all medical schools. The current minimum pre-medical require- 
ments, quoted below, raise the question whether dentistry will be 
indifferent to the considerations that are emphasized in premedical 
education : 

Minimum requirements for admission to U.S. medical schools, as stated in 
the constitution and by-laws of the Association of American Medical Colleges 
(Nov. 15, 1932), and currently enforced by the Council on Medical Education 
and Hospitals of the American Medical Association.—“Sec. 4. Requirements 
for admission . . . Subsection 1. The minimum of collegiate credit required 
for entrance to medical schools and colleges in membership in the Associa- 
tion shall be not less than two full academic years, which shall include 
English, theoretical and practical courses in physics and biology, and in gen- 
eral and organic chemistry, completed in institutions approved by accrediting 
agencies acceptable to the Executive Council of the Association [of American 
Medical Colleges]. Exception may be made under this section in that any 
member may admit applicants who have fulfilled the requirement in Ameri- 
can and Canadian institutions not approved by such accrediting agencies, 
provided that all admissions so made be reported to the Executive Council 
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and shall be published in the next Annual Report of the Council. All col- 
legiate instruction given in satisfaction of this requirement must be based 
on the same entrance requirements and must be of the same quality and stand- 
ard of instruction as that required for a baccalaureate degree in the institution 
in which the candidate receives his preparation.” [Italic not in original.] 

Current statements by the Council on Medical Education relating to condi- 
tions indicated in the paragraph above.—“‘A list of colleges of arts and sciences 
approved by the various national and regional standardizing agencies has 
been prepared by the United States Department of the Interior in a pam- 
phlet entitled ‘Accredited Higher Institutions.’ Colleges on this list are ac- 
ceptable to the Council on Medical Education and Hospitals. Other col- 
leges of known reputability may also be considered when the students present 
extra credits and exceptionally high grades. Premedical college courses given 
in or by professional schools, or advanced years taken in high schools, will 
not be considered acceptable unless the student’s credentials have been 
accepted by an accredited college of arts and sciences as meeting a part of the 
requirement for the bachelor’s degree.” [Italic not in original.] 


CONSTRUCTIVE ADVERTISEMENT POLICY 


The Regents of the American College of Dentists have approved the 
recommendation of the Board of Editors of this Journal that com- 
mercial advertisements be published on a constructive policy intended 
not only to harmonize with the highest professional purposes, but also 
to encourage the worthiest commercial endeavor. The basis and 
conditions of this policy are set forth below. 

I. Advancement of the material aspects of civilization is largely dependent 
upon the expanding production and distribution of commodities, and their 
correlation with individual needs and desires. Successful practice of mod- 
ern dentistry, on a broad scale, would be impossible without an abundance 
of the useful products of dental industries. Dental manufacturers and 
dealers have been remarkably successful in providing invaluable merchan- 
dise for the dental practitioner. The business of supplying dental commo- 
dities has been effectually organized and, as an auxiliary to oral health- 
service, is more than sufficient to tax the greatest ingenuity and all the 
attention and integrity of each dental producer and distributor. 

The American College of Dentists applauds all worthy endeavors to pro- 
mote useful dental industries. The College regards honorable business in 
dental merchandise as a respected assistant of the dental profession. This 
Journal, representing the College, aims to strengthen all wholesome rela- 
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tions and activities that facilitate the development of dentistry and advance 
the welfare of the dental profession. Among the helpful activities are the 
production and sale of useful dental commodities. The Board of Editors 
has formulated “minimum requirements” for our acceptance of commercial 
advertisements. These “minimum requirements” (published on page 173) 
are intended, by rigorous selection on a high level of business integrity and 
achievement, to create an accredited list of Class-A dental products and 
services, and include these specifications: Advertisements may state nothing 
that, by any reasonable interpretation, might mislead, deceive, or defraud 
the reader. Extravagant or inappropriate phraseology, disparagement, 
unfairness, triviality, and vulgarity must be excluded. Advertisements 
relating to drugs or cosmetics, foods, dental materials, education, finance— 
to any phase of interest or activity—will be accepted for only such commodi- 
ties or services as are approved by the National Bureau of Standards, Ameri- 
can Dental Association, American Medical Association, Council on Dental 
Therapeutics, Dental Educational Council, Better Business Bureau, and 
other official bodies in their respective fields of authoritative pronouncement. 
The welfare of the consumer is our paramount consideration. In accordance 
with the recommendation of the American Association of Dental Editors, 
the placement of advertisements will be restricted to the advertising section. 

II. An advertisement, to be accepted or repeated, not only must conform 
with the said “minimum requirements,” but also must meet the special test 
applied through a questionnaire that (a) will be repeatedly exchanged confi- 
dentially with numerous referees in all parts of the United States, and which 
(b) contains the following inquiries: 

Questionnaire for referees on acceptance of advertisements.—1. Has... . (person, com- 
pany, service, etc.) always been honorable and fair in (his, their) dealing with you per- 
sonally? 2. If not, indicate confidentially your experience to the contrary. 3. Has 
.... (commodity, service, etc.) always been, in your use of it, what its advertisers 
claim for it? 4. If not, indicate claims that were unwarranted when made. 5. Would 
the enclosed copy of a proposed advertisement of... . (commodity, service, etc.) be 
warranted, in your judgment, as a recognition and encouragement of useful dental com- 
mercialism? 6. If you answer Question 5 in the affirmative, will you agree to use, 
critically, the above-named commodity (service, etc.) and to respond at intervals to our 
further inquiries as to whether all the claims published currently in its behalf, in advertise- 
ments in the Journal of the American College of Dentists or elsewhere, are justified? 

III. The advertisers whose claims will be published in our advertising 
section stand so high, in commercial character and on the recognized merits 
of their products (services, etc.), that they are not among those who seek 
advantage from misrepresentation, and need no assistance from a prejudiced 
or insincere journalistic policy. They are above the temptation to try to 
control or influence any aspect of the conduct of this Journal, which in all 
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its phases is completely independent, and fully representative of the pro- 
fessional ideals and the professional obligations of the American College 
of Dentists. 

The first advertisements representative of the foregoing policy will 
probably be published in our initial issue in 1936. 


; NOTES 


Occupational diseases of dentists. Léwy classifies the occupational diseases of dentists 
into three groups: (1) those caused by unsuitable posture during work, (2) infectious 
diseases, and (3) poisonings. Whether the frequent neurasthenia is a disease sui generis 
he is unable to decide, but he thinks that it may be due to prolonged confinement in 
closed rooms. In discussing the disorders caused by unsuitable posture, he mentions 
first the thoracic changes, which in turn may lead to cardiac and circulatory disorders. 
Prolonged standing may lead to the development of flatfoot and varicose veins. Re- 
moval of tartar from the teeth involves the danger of corneal injuries, and handling of 
plaster of paris may lead to the formation of rhagades, The infectious diseases that 
threaten the dentist are particularly those of the upper respiratory tract, such as diph- 
theria, catarrhs, influenza, tonsilitis, measles, scarlet fever and tuberculosis. There is 
also a certain danger of an extragenital syphilitic infection. The frequent use of the 
roentgen apparatus likewise involves dangers. The use of certain chemicals may lead 
to eczema. One of the greatest dangers is chronic poisoning by mercury. The author 
thinks that nervousness, which occurs rather frequently in dentists, is often the result of 
chronic poisoning. Dentistry as a profession is inadvisable unless the person has a 
normal nervous system and an intact respiratory apparatus; the nasal breathing, particu- 
larly, should be free. There should be no predisposition to curvature of the spine or to 
the development of flatfoot and varicose veins.—Liwy: abstract; J. Amer. Med. Assoc., 
1934, 102, 2239; June 30. 

Dental caries: a basis for misjudgment. “The utilization of collections of prehistoric 
and primitive skulls to form the basis of a comparative statistical analysis of the fre- 
quency of dental caries ‘then’ and ‘now’ is not warranted unless certain factors are con- 
sidered. The present study demonstrates that 50 to 75 percent of incisors and 33 to 50 
percent of canines are apt to be absent in cranial collections, and that these teeth com- 
prise 55 to 75 percent of the total teeth absent. It is concluded that 4 to 5 percent of 
missing incisors and canines, 10 percent of missing pre-molars, and 10 to 20 percent of 
missing molars, are to be considered as having been carious. When this correction has 
been made, and when age, sex, environmental and group homogeneity factors are con- 
sidered, it will be found that the difference in the frequency of dental caries is not so 
marked between early or primitive peoples and civilized peoples as is generally believed.” 
—Krogman: Amer. J. Physical Anthrop., 1935, 20, 48. 

Importance of organization. “Most dentists are aware that in the process of evolution 
through a quarter of a century, dentistry has emerged occupying a higher place in the 
social structure. How did it happen? Who did it? A search to reveal the identity 
of “who” is a vain task, for the progress made by dentistry can not be credited to the 
genius of an individual. The combined efforts of a great many individuals, applied 
assiduously to a multitude of problems through the years, won for dentists the social 
status they now enjoy. The codrdination and unification of these individual efforts for 
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the common welfare—organization—accomplished the gratifying achievements which 
elevated dentistry to the status of a respected profession. But the gains made, over 
much rough ground, through the shell-holes and barbed wire of discouragement and 
failure, under the heavy fire of disdain, must be maintained. Further progress must 
be made, for stagnation is regression. The organization must go forward, and must 
multiply in strength as it goes.”-—Meisel: Dental Rays, 1935, 10, 49; Jan. 

Denial journalism should be free from trade-house control. “Dental journals that are 
mainly advertising mediums for manufacturers, interested principally in the promoting 
of sales of their products to the dentists of the country, it would seem to me could never 
be true exponents of professional thought and ethics, nor could they be relied upon to 
provide an impartial examination of every new improvement so that dentists would know 
what to trust and what to reject. I think you probably owe a debt of gratitude at that 
to the Supply Houses for having fathered dental journalism during its difficult period of 
early development, but now that the dental profession has arrived, it would seem to me 
that the journalism in your field should be the province of the men in the profession and 
not of the trade-houses that supply you materials. I am very much in sympathy with 
your movement for an independent journalism. You are moving in the right direction.” 
—Olson: address; annual meeting of the American Association of Dental Editors, St. 
Paul, Minn., Aug. 4, 1934. 

Resolution on dental journalism.—Presented by the Publication Committee; unani- 
mously adopted by the House of Delegates of the Minnesota State Dental Association, 
February 26, 1935: 

Whereas, it is the concern of the Minnesota State Dental Association to maintain the 
status of dentistry as one of the learned professions and to raise its professional and 
scientific standards as high as is possible; and 

Whereas, the relationship of the dental manufacturers and dental dealers to the 
dental profession with respect to the publication of dental magazines and the manage- 
ment and supervision of post-graduate courses for dentists is unparalleled in other learned 
professions, a relationship which affects adversely the standing of dentistry in the scientific 
and professional world; and 

Whereas, there exists in the dental profession in this country a growing sentiment 
in favor of a more complete separation from the commercial interests, which sentiment 
is shown by the action of many of the strongest boards and dental society groups in the 
United States deploring the condition that now exists; and 

Whereas, dental journalism should be a function of scientific or professional groups 
and dental education should be a function of university dental schools or recognized 
dental societies; therefore, be it 

Resolved, that the Minnesota State Dental Association request the officers and Board 
of Trustees of the American Dental Association to further the aims and ideals set up in 
the ever increasing demand of its members for the elevation of dental journalism to a 
dignified and professional basis, owned and controlled within and by the profession. 

And further, that, in the transition of dental journalism from the trade-house dental 
journals to strictly non-proprietary dental journals, we request our own members to 
cease contributing articles for publication in proprietary journals, acting on the editorial 
staffs of such journals and subscribing for issues of such journals.—North-West Dentistry, 
1935, 14, 15; April. 

Dental Educational Council. Dr. W. D. Cutter, Secretary of the Council on Med- 
ical Education, has been appointed by the American Medical Association to cooperate 
in an advisory capacity with the Dental Educational Council. 
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I. INTRODUCTION 


The dental and oral surgical service has only recently become a recog- 
nized constituent of the complex organization of the modern hospital. 


1 This paper represents an earnest effort to clarify the important conditions to which 
it refers. It is presented, for the Cocimittee on Hospital Dental Service of the American 
College of Dentists, as a part vi the series of facts and opinions to which the Committee 
has been giving special attention, and which the Committee feels should receive careful 


study.—{Ed.] for 
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The department of dental and oral surgery in the hospital, developing 
rapidly, has assumed responsibilities commensurate with its impor- 
tance, and in comparatively few years has become an indispensable 
part of hospital service. Recent advances of science—particularly 
during the past fifteen years, and especially in the fields of bacteri- 
ology, pathology, and roentgenology—have extended enormously the 
usefulness of dentistry and have had a signal influence in the rapid de- 
velopment of the dental and oral surgical service. Research has shown 
conclusively that oral sepsis may constitute a primary focal infection, 
and by metastasis may be the etiological factor directly responsible 
for secondary lesions elsewhere in the body. Gies* stated that the 
reality of such significant correlations forces the conclusion that den- 
tistry is an important mode of health-service, and the relation be- 
tween medicine and dentistry and their intimate mutual interest as 
servants of public health are obvious. This interdependence between 
medicine and dentistry is recognized in the modern hospital organi- 
zation. Not many years ago hospital dental service was so simple in 
its plan of organization that it required iittle management; indeed; 
very little was required of the dental service. Under present condi- 
tions, however, the dental and oral surgical service has not only 
become more active but exceedingly complex in organization, particu- 
larly in its interdepartmental relations, in both the out-patient dis- 
pensary and the in-patient ward service. With more active services, 
larger staffs, and more elaborate and complicated surgical and thera- 
peutic measures, systematization has become essential for efficiency. 

Rapid advancement in any field is frequently accompanied by inter- 
current problems, and the solution of these problems is essential for 
sustained progress. The phenomenal advance in dental science and 
the modern trend toward specialization have brought about a com- 
paratively complex interrelationship between medicine and dentistry. 
Oral surgery, because of the very nature of the work, and those who 
specialize in it, occupy pivotal positions in this interrelationship. 
It is therefore natural that questions should arise as to the present 
status of the practice of dentistry and oral surgery in relation to the 
practice of conventional medicine, and particularly in relation to 


2 Gies, William J.: Dental Education in the United States and Canada; A report to the 
Carnegie Foundation for the Advancement of Teaching, Bulletin Number Nineteen, 1926, 





ORAL SURGICAL SERVICE IN HOSPITALS 205 


general surgery as a specialty of medical practice. It is obvious that 
the answer to this question would also define the status of the dental 
and oral surgical service in the hospital. Gies (Joc. cit.), after an 
exhaustive study, stated, as a part of his general conclusions, that 
dentistry is a division of health-service and, although continued as 
a separately organized profession, should be made the service equiva- 
lent of an oral specialty of medical practice. This definition of the 
present status of dentistry in relation to medical practice applies 
also to the status of the dental and oral surgical service in the hospi- 
tal. Although there may be little practical difference whether the 
dental and oral surgical service is a subdivision of the department of 
surgery, as in some hospitals, or functions in an autonomous manner 
as Gies suggests, it is better organization for the dental and oral 
surgical service to be organized separately, and its director to be 
chief of the service and a member of the medical board of the hospital. 

During the past fifteen years many plans of hospital dental service 
have been put into effect. Some of these plans were obviously poorly 
conceived; others lacked a sense of proportion and reflected the 
personal fancy of the director, or of his individual propensity in 
some special branch of practice. In general, insufficient thought has 
been given to fundamental considerations. This introduction will 
be restricted to a brief consideration of main problems in the general 
hospital, and will avoid discussion of local problems and particular 
types of dental service in special institutions, such as hospitals for 
children, hospitals for chronic diseases, sanitaria for tuberculosis, 
institutions for the insane, and prison hospitals, each of which has 
problems that must be given individual consideration. 

Several commendable attempts have been made to establish the 
tdeal hospital dental service—to render in each instance complete 
dental service, in all branches of dentistry, through the hospital out- 
patient department. Under this plan of organization a division of 
dentistry had departments of operative dentistry, prosthodontia, 
periodontia, orthodontia, and oral surgery. Patients were received 
for treatment through the general admitting office of the hospital out- 
patient department and referred to the dental dispensary. No effort 
was made to select or limit the patients, either by age or geographical 
distribution. Experience with this type of service indicates that the 
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volume of work accruing from routine dental treatment alone soon 
reaches such proportions as to be entirely beyond the physical capac- 
ity of the hospital, because of lack of endowment for equipment and 
maintenance, and difficulty in securing clinicians willing to render 
without remuneration clinical service in reparative and reconstructive 
dentistry. The dispensary service that offers complete dental care, 
through the hospital out-patient department, renders treatment to 
patients whose chief complaint arises solely from dental disease, and 
consequently a large out-patient dental dispensary service is developed. 
With this type of service it is necessary for the attending clinicians 
and interns to devote so much time to out-patient dispensary pa- 
tients applying primarily for dental care that adequate attention to 
patients referred from other out-patient departments becomes im- 
practicable; and for the in-patient ward service, impossible. There- 
fore, this type of service cannot devote sufficient time to the more 
important problem of medico-dental relations, and the dental and 
oral surgical service cannot codperate adequately with the depart- 
ments of medicine and surgery. Consequently, it is not regarded as 
(and actually is not) an integral part of the hospital organization. 
This situation is discouraging to the attending staff and clinical as- 
sistants in the departments of medicine and surgery. 

It is a regrettable but generally acknowledged fact that at present 
it is impossible, even by utilizing the combined facilities of al types 
of institutions rendering dental treatment, to care adequately for all 
dental needs. A practical demonstration of the truth of this state- 
ment is the overcrowded condition in any out-patient dental dis- 
pensary that has assumed this responsibility by organizing its service 
to include all branches of dentistry. Experience with this type of 
service has shown that, at least at present, it is impracticable for a 
hospital dental service to assume responsibility for the entire dental 
needs of a community. A hospital dental service organized to render 
service in all branches of dentistry, through its out-patient dispensary, 
cannot function in the more important capacity of rendering adequate 
service to the patients referred from the other departments of medicine 
and surgery. It is apparent, therefore, that inasmuch as the ideal 
service that would render complete dental care is impracticable under 
hospital auspices, some selective plan must be devised. Considera- 
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tion must first be given to four obvious and fundamental questions: 
(1) What category of patients should be given preference in dis- 
pensing dental care? (2) What are the most important dental serv- 
ices to be rendered under hospital auspices? (3) Should the hospital 
attempt, through its out-patient department, to care for the entire 
dental needs of the community as represented by the patients who 
apply for dental care without recognized systemic disease? (4) What 
type of organization can render adequately the most important dental 
service indicated in a given case? It is obvious that the selected 
plan of organization should be based upon practical health-service 
to the sick patient, the services to be rendered in the order of impor- 
tance to the patient. It is logical that the plan of organization should 
evolve from a well defined policy. Therefore, a definite policy should 
first be formulated. 

Logical answers to the four fundamental questions in the previous 
paragraph would establish a rational policy for dental service under 
hospital auspices. The recommendations by Davis,’ in 1921, are 
fundamentally sound today. It should be emphasized that, even 
with the manifest advances during the intervening fourteen years, 
which have afforded the community more dental care per capita 
than at any previous time, adequate dental care has not yet been 
attained, forcing the conclusion that a selective plan is still the only 
practical solution. Davis (loc. cit.) stated: 

“The service of a dental clinic as part of the hospital out-patient depart- 
ment must ordinarily be limited in order to avoid overcrowding. Patients 
should be accepted for treatment in the following order: (a) Patients al- 
ready received by the hospital or dispensary whose mouth conditions are 
involved in a general medical or surgical condition, which the hospital or 
dispensary has diagnosed and for which it has assumed responsibility for 
treatment. To give dental care to these patients, or to arrange for their 
care by definite reference and follow-up to some other institution, is a re- 
sponsibility which every hospital ought to meet. (5) Patients referred to 
the dental clinic from other medical or community agencies (such as a doctor 
or a visiting nursing organization) with the indication that the dental con- 
ditions are involved in the general condition of the patient. (c) Relief of 
pain and other emergency dental work for patients not otherwise connected 


* Davis, Michael M.: The development of the dental clinic in hospitals and dispensa- 
ries, Modern Hospital, 17, 6, 1921. 
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with the hospital but accepted merely as emergency cases. (d) Other 
patients accepted up to whatever number may be consistent with the 
facilities. So far as possible this restriction should be on a district basis.” 

The plan suggested by Davis was formulated upon a policy of 
appropriate selection of patients for dental care under hospital aus- 
pices— experience has shown that it is necessary to select the type 
of oral health-service most important for sick patients. A careful 
study of these fundamental problems, extending over a period of 
fifteen years, indicates that selective dental care under hospital 
auspices may appropriately be rendered in accordance with the fol- 
lowing policy of oral health-service: (1) care of the sick hospital 
patient in whom oral infection may be either an etiological or an 
aggravating factor in systemic disease; (2) care of the sick ambulatory 
patient referred to the department of dental and oral surgery from 
other out-patient departments of medicine and surgery for diagnosis, 
or for treatment of oral sepsis that may be related to systemic disease; 
(3) emergency dental or surgical treatment of out-patients applying 
for relief of pain, acute infection, traumatic injury, or diagnosis. 
The most important services for patients classified in the above cate- 
gories are oral diagnosis, surgical treatment (eradication) of acute 
and chronic periodontal and periapical disease, and treatment of 
traumatic injury. Additional supplemental dental care may be 
instituted for the hospital patient, consistent with facilities and again 
upon a selective basis. Special oral hygiene service should be given, 
before operation, to all surgical patients; operative (reparative) den- 
tistry should be made available for prenatal patients and hospital 
children; and prosthetic (reconstructive) dentistry should be made 
possible for edentulous tuberculous patients. If dental care under 
hospital auspices were rendered in accordance with this policy, the 
hospital would probably be unable to assume responsibility for the 
dental care of the community beyond the emergency treatment pro- 
vided in the plan. The most important oral health-service that can 
be rendered the sick patient is treatment of infection; therefore, the 
work is essentially surgical; and the kind of service best qualified to 
administer such treatment is the oral surgical service. A group of 
specially trained men in oral surgery and hospital relations, selected 
as clinicians, should form the nucleus of the staff of the department of 
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oral surgery. There should also be adjunct clinicians, each specially 
trained in another specialty of dentistry, to provide necessary supple- 
mental dental care (Section III). 

Through the effort of Garretson in the latter part of the nineteenth 
century, a special branch of surgery was organized and recognized 
as oral surgery, the first specialty to be evolved from dentistry. Rel- 
ative to oral surgery Garretson wrote: “Just where such a specialty 
shall begin, what it shall include, and where it will find its limitations 
will depend, as in the practice of any other specialty, on the limita- 
tions and capabilities of the man concerned.” Ivy defines oral 
surgery more definitely as “surgery of the mouth and jaw bones and 
complications arising in adjacent structures from injury or disease of 
those parts.” Ivy’s definition of oral surgery also indicates, in a 
general way, the type of surgery customarily done in the department 
of oral surgery, a detailed discussion of which is presented in Sections 
X and XI. Oral surgery has always been recognized as a specialty 
of the practice of dentistry, recent sporadic pronouncements to the 
contrary notwithstanding. Oral surgery has always been, and con- 
tinues to be, a required subject in the dental curriculum, although 
most medical schools continue to ignore the subject or refer to it 
only casually or indifferently. This view of the status of oral surgery 
as a part of dental practice was emphasized by the investigation 
conducted by the Carnegie Foundation in 1929-1930, and by a study 
of the current curricula of the dental and medical schools referred 
to in the President’s address to the American College of Dentists in 
1934.4 This subject was also discussed in section IV of committee 
reports, and also editorially, on pages 132 and 155 of the Journal 
of the American College of Dentists for October, 1934. The dental 
statute of the state of New York contains the following definition 
of the “practice of dentistry:” “A person practices dentistry ... 
who holds himself out as being able to diagnose, treat, operate, or 
prescribe for any disease, pain, injury, deficiency, deformity, or physical 
condition of the human teeth, alveolar process, gums or jaws, and who 
shall either offer or undertake by any means or method to diagnose, 
treat, operate or prescribe for amy disease, pain, injury, deficiency, de- 

* Palmer, Bissell B.: Presidential Address, American College of Dentists, Journal of 
the American College of Dentists, 1,97, 1934. 
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formity, or physical condition of the same.’’* According to this defini- 
tion, oral surgery is a part of, and a specialty in, the legal practice of 
dentistry. It is a logical admission however that, in oral surgery 
as in any specialty of medicine or surgery, ability, proficiency, and 
recognition are attained only after adequate graduate training and 
independent study in sciences relating specifically to the specialty, 
supplemented by sufficiently prolonged clinical experience. Some of 
the serious sequelae of dental infection demand the very best judg- 
ment and most thoughtful care of the surgeon and the physician, 
as well as the oral surgeon. When uncommon, perplexing, or grave 
conditions are encountered—or when severe or sudden crises develop 
during the course of medical or surgical treatment—it is a common 
professional practice to call into consultation one or more whose 
special knowledge and skill may be of benefit to the patient. In the 
final analysis the only consideration should be: What is best for the 
patient? This principle applies to the practice of oral surgery exactly 
as to all other branches of health-service. It is inconceivable that 
any patient would be denied the very best available service. 

In any plan of organization definition of terms is essential. It is 
particularly important, in formulating a plan of organization of a 
department that is to be an integral part of the modern hospital, 
to define the nature of the work to be done routinely by the depart- 
ment, as well as the limitations of the field (Sections X and XI). 
When this is done at the beginning, and agreed upon in conference, 
much future embarrassment and misunderstanding are avoided. The 
term “oral surgery” is preferable to “dental surgery;” “maxillo- 
facial surgery” is appropriate and commonly used interchangeably 
with “oral surgery.” “Plastic surgery” should be qualified when 
used to express the branch of surgery that treats congenital clefts of 
lip and palate. “Oral plastic surgery” is preferable to “plastic 
surgery” when it is intended to indicate surgery of cleft lip and cleft 
palate. “Oral plastic surgery” may appropriately be included in the 
work of the department of oral surgery. Oral surgery, as defined 
by Ivy, is an important field of surgery limited by anatomical bound- 
aries. The practice of oral surgery depends, as expressed by Gar- 


5 Handbook 10; Higher education: Dentistry. University of the State of New York, 
1935. Italic not in original. 
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retson—‘“as in the practice of any other specialty, on the limitations 
and capabilities of the man concerned.” 

Oral health-service occupies a strategic position in relation to the 
treatment of systemic disease, and consequently to the practice of 
medicine and surgery. The oral surgical service, as an integral part 
of hospital organization, not only occupies this important position, but 
also is unique in that probably no other service is called upon to so 
great an extent by other departments of medicine and surgery to 
assist in diagnosis and treatment. Yet the oral surgical service has 
its own obligations and responsibilities comparable to any other serv- 
ice. There are few hospital patients, or ambulatory patients in the 
various out-patient dispensaries, who would not be greatly benefited 
by the services offered by the oral surgical department. It is the 
responsibility of the clinicians in the department of medicine, the 
department of surgery, and the subdivision of these departments, to 
refer all patients (particularly those with systemic disease that may 
be influenced by oral sepsis) to the department of oral surgery for 
oral diagnosis and treatment. Realization that medicine and den- 
tistry have an “intimate mutual interest as servants of the public 
health” is essential, if the sick, the near-sick, and the discouraged 
are to receive the manifold benefits of medical science. 

General policies have been outlined in the foregoing paragraphs 
and a general plan of organization has been suggested. There is 
little in literature pertaining to the details of a systematic plan of 
management of an oral surgical service. Therefore, individual ex- 
perience in management is particularly useful in an effort to develop 
a comprehensive and systematic plan of organization and efficient 
management. The following sections present the details of such a 
plan for a large general hospital in an urban environment, where men 
specially trained in oral surgery are available for hospital appoint- 
ment. Appropriate modifications may be made, for smaller institu- 
tions and special local conditions. Equipment and instrumentarium 
are not discussed, as these are essentially matters of personal choice 
and selection. Standardization of technology (surgical technic), and 
a specified policy relative to removal of pulpless teeth, should be 
included in a detailed plan of management, but are omitted from this 
discussion because they are matters for personal decision. Fees for 
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clinic service are not discussed, as this socio-economic problem is 
influenced by local conditions. 


II. Review oF LITERATURE 


A review of American medical and dental literature for the past ten 
years (1925-1934), on the general subject of dental and oral surgical service 
in hospitals and dispensaries, reveals only sixty-four separate contributions. 
None of these presents a complete plan of organization with details of 
management. There is uniform deficiency, in these articles, on policies 
that would aid in developing a fundamental plan for adequate oral health- 
service under hospital auspices; most of them are short or incomplete dis- 
cussions of a single aspect; a few present adequate discussions of certain 
phases. This literature may be divided into five groups: general treatises, 
26; individual plans described, 20; dental internship, 11; dental care in 
special institutions, 4; importance of oral hygiene, 3; total, 64. These 
were published in dental periodicals (39), medical periodicals (22), and 
brochures (3). A complete review of this literature would be of little 
practical value and therefore is not attempted. References to the most im- 
portant related communications will be made as occasion arises. A com- 
plete bibliography is included in Section XVII. 


III. Starr ORGANIZATION: ATTENDING STAFF AND ORAL HYGIENIST 


The Department of Oral Surgery should be under the direction of a 
Director of Oral Surgery, who should rank with the directors of the depart- 
ments of medicine and surgery. The Director of Oral Surgery should also 
hold the appointment of Attending Oral Surgeon on the hospital attending 
staff, and his full title should be: Director of Oral Surgery and Attending 
Oral Surgeon. The Director of Oral Surgery should be a member of the 
Medical Board of the hospital, to give the Department of Oral Surgery, like 
the departments of medicine and surgery, representation on the Medical 
Board. This is an essential provision, if the oral surgical service is to be 
an integral part of the hospital organization, as the Medical Board acts in 
an administrative capacity, its functions including supervision of general 
policies of the hospital, and maintenance of certain accepted professional 
and technical standards. That this provision has not been made in the 
past is one of the important reasons why the dental or oral surgical service 
in many hospitals has remained in a position of relative unimportance. 
It is not difficult to understand the perplexity and embarrassment of a 
medical board, without dental representation, when problems in dentistry 
or oral surgery are presented for solution—a condition that accounts for 
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perfunctory, and not infrequently unfortunate, decisions by medical boards 
on dental matters. This undesirable situation has impeded the progress 
that otherwise might have been made to the mutual advantage of both 
medicine and dentistry. 

The primary essentials in a plan of organization of the Department of 
Oral Surgery are a continuous service (in contradistinction to a rotating 
on-and-off service) and a graded staff. The terminology of staff appoint- 
ments is important. Each title should indicate the member’s relative posi- 
tion on the staff, and also the particular branch of the service with which he 
is identified. The following appointments are suggested for a service that 
is essentially oral surgical, but which must also make provision upon a 
selective basis for limited service in the other branches of dentistry: 
Attending oral surgeon (Director of Oral Surgery) 

Adjunct attending dentist 

Adjunct attending prosthodontist: supervisor of surgical prosthesis 

Adjunct attending periodontist: supervisor of periodontology and oral hygiene 

Associate attending oral surgeon: chief of out-patient dispensary oral surgical clinic 

Associate attending oral surgeon: chief of hospital in-patient ward service and medico- 
dental rounds 

Assistant attending oral surgeons 

Clinical assistant attending oral surgeons 

Resident oral surgeon 

Oral surgical interns 

Oral hygienists 

The Attending Oral Surgeon (Director of Oral Surgery) obviously should 

be recognized in the specialty of oral surgery, and capable of directing the 

service in all details of administration, diagnosis, and surgical procedure. 

The auxiliary staff of dentist, prosthodontist, and periodontist should be 

a part of the attending staff rather than a consulting staff. Because their 

work is supplemental to the essential service of the department, and not 

surgery, their respective titles should be adjunct attending dentist, prostho- 

dontist, and periodontist. As members of the attending staff, it would be 

necessary for the adjuncts to attend regularly in accordance with a mutually 

convenient schedule; if they were members of a consulting staff, they would 

usually attend only upon request for consultation. The Adjunct Attend- 

ing Periodontist, also designated as the Supervisor of Oral Hygiene, would 

direct treatment in oral hygiene, routine and special, by the oral hygienists. 

The two associate attending oral surgeons should have had special training 

in oral surgery, and should understand the details of hospital organization 

and medico-dental relations. The assistant attending oral surgeons and 

clinical assistant attending oral surgeons would be younger men who had 

fundamental training in pathology and surgery, and have aptitude for 
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operative surgery. The clinical assistant attending staff members and the 
interns would be responsible, in addition to routine work in surgery, for 
the supplemental service of the department under the direction of the re- 
spective members of the adjunct attending staff. This supplemental work 
would be scheduled for the clinical assistants and interns in accordance 
with a mutually convenient rotating schedule. An attending and adjunct 
attending staff thus composed would consist of carefully selected specialists, 
each interested in and with an aptitude for his specialty. The younger 
men, under this plan, would receive constant training under adequate 
supervision. It is an important obligation of the profession to train young 
men now following in the footsteps of their elders, so that these younger 
practitioners will have, as early in their careers as possible, the advantage 
of the clinical experience of their predecessors. 

Oral hygiene (oral prophylaxis) is a mode of health-service consisting 
of cleaning and polishing the exposed surfaces of the teeth and of massage 
of the gums. Oral hygiene, a part of the practice of dentistry, also consti- 
tutes the auxiliary practice of dental or oral hygiene. It is customary for 
this work to be conducted by specially trained oral [dental] hygienists. 
Oral hygiene for the hospital patient, and particularly for preoperative 
surgical patients and those confined to bed, is an exceedingly important 
service, for which the Department of Oral Surgery should assume responsi- 
bility. An oral hygienist, or in large institutions several oral hygienists, 
should be employed by the hospital. Students in oral hygiene (during the 
latter part of their course of training), and recent graduates therein, are 
usually available as volunteer workers to assist in this important service. 
The work in oral hygiene should be under the supervision of the Adjunct 
Attending Periodontist. Many hospitals employ oral hygienists; but in 
some institutions the oral hygienist is required to serve in the dual capacity 
of oral hygienist and assistant in the dental dispensary, or even as a full 
time dental assistant. Under these circumstances, the oral hygienist can 
devote but a small portion of her time, or no time, to the important work 
for which she has been trained. The oral hygienist should function as such 
and not as a nurse. A graduate nurse, aided by student nurses, should 
assist in the oral surgical operating room and treatment rooms. This has 
advantages for both the attending staff and the school for nursing. 

The oral surgical staff should be organized as an independent unit, and 
have its own staff meetings as well as committees appointed by the Director. 
There should be an Executive Committee consisting of the adjunct attend- 
ing dentist, prosthodontist, and periodontist, the two associate attending 
oral surgeons, and the attending oral surgeon (director of oral surgery), the 
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latter its chairman. This committee would consider departmental ad- 
ministrative problems and matters of controversy; formulate departmental 
policies, rules, and regulations; standardize and maintain reasonable mini- 
mum requirements. All strictly departmental matters should be under 
the control of the Department, subject to approval by the Medical Board. 
Recommendations from the Department of Oral Surgery to the Medical 
Board would be made, in accordance with this plan, by the Director of the 
Department as a member of the Medical Board and chairman of his depart- 
ment’s executive committee. The Executive Committee of the Depart- 
ment of Oral Surgery would thus become an advisory council, through its 
chairman, to the Medical Board on such matters as interdepartmental re- 
lations, general administrative problems, and general policies. 

The Department should be responsible to the hospital for the mainte- 
nance of certain reasonable minimum requirements. Applicants for staff 
appointments should meet the Department’s standardized requirements 
before applications are approved and appointments recommended to the 
Medical Board. Such matters as preliminary training, previous hospital 
experience, technical ability, and aptitude should be considered. Appli- 
cants should regularly attend clinics and serve provisionally for at least 
one year. It is a convenient system to appoint for the term of one year, 
with provision for annual reappointment. Experience has also indicated 
that men of higher qualifications will be available where the required 
number of days of attendance per week at the hospital is reduced to a mini- 
mum. Where clinicians are required to attend once a week, a larger staff 
is necessary than where they must attend two or three times a week, but 
more desirable men will be available—and with a minimum of time per week 
for each clinician, a continuous service can be maintained throughout the 
year instead of a rotating on-and-off service of two divisions. The Depart- 
ment of Oral Surgery should cover two services (as do all departments of 
medicine or surgery); namely, the out-patient dispensary service and the 
in-patient ward service. A convenient plan of rotation should be arranged 
so that clinicians would serve equal periods of time on each service. 

If every staff member were made responsible for a particular part of 
the departmental routine, effective division of labor would be accomplished 
and the staff members would have a feeling of responsibility in the adminis- 
tration of the Department. All staff members should be appointed to serve 
on various appropriate committees. The following seven standing com- 
mittees are suggested: Rules and Regulations; Hospital Relations (inter- 
relation of departments and medico-dental rounds); Out-Patient Dispen- 
sary; Charts, Clinical Records, and Special Research Records; Formulary; 
Clinical Research; Programs. 
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The oral surgical staff should function as a complete autonomous unit, 
but the Department of Oral Surgery should be an integral part of the 
hospital organization. Then, although the Department would be sepa- 
rately organized, the quality and value to the patient, of the service in oral 
surgery, would be the full equivalent of that of an oral specialty of medical 
practice. This is but a practical demonstration of the wisdom of Gies’ 
conclusion (Joc. cit.) applied to the modern hospital organization. 


IV. INTERNSHIP: RESIDENT AND INTERN STAFF 


The hospital internship is a useful means of rounding out the student’s 
undergraduate education, and a basis for training in specialization. The 
Carnegie Foundation’s Bulletin on Dental Education (1926) contains these 
allusions (italic not in original): [In the reorganization of dental education 
there should be] “(e) establishment of dental service including dental in- 
terneships in hospitals, and of dental infirmaries in the out-patient depart- 
ments; and the proper use of these clinical resources and opportunities not 
only for the instruction of undergraduates, but also for the promotion of 
graduate work (p. 19)... .Dental service in hospitals and dispensaries has 
been developing, but as yet is generally deficient. Few dental schools 
maintain useful relationships with hospitals and, as a rule, dental students 
receive very little clinical instruction outside of the dental infirmaries. A 
closer union between hospitals and dental schools would facilitate expansion 
of the dental service in hospitals, and would also improve the instruction of 
the dental students in oral medicine. The need for dental internes in hospitals 
is apparent” (p. 137). See also Colwell. Owing to advances in medical 
and dental science, and in pedagogics, recent graduates of university dental 
schools have obtained a far better training than former graduates in the 
examination and care of patients, and it has become necessary for some 
hospitals to provide dental internships to improve educational methods. 
Training of an intern staff is one of the most important duties and privileges 
of the oral surgical service. Interns in dentistry, or oral surgery, are a 
most important adjunct to the house staff of the large hospital. Each year 
more hospitals make increased provision for dental and oral surgical in- 
ternships, whereas fifteen years ago very few hospitals provided for dental 
interns. This changed attitude in many hospitals is due partly to the 
higher training and better qualifications of the average recent graduate. 
Interns are valuable because, in addition to performing routine duties, 
they serve in the important capacity of keeping the attending staff in- 
formed of the details of the dispensary and house services. 


6 Colwell, N. P.: The requirement of an interne hospital, Journal of the American 
Medical Association, 92, 1031, 1929. 
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Internships in dental and oral surgery are usually for one year, starting 
July first. Hospitals having a bed capacity of 100-200 beds require the 
services of at least one intern on the oral surgical service. Additional in- 
terns are required in proportion to the size of the institution and the volume 
of the Department’s work. If two or more first-year interns are appointed, 
and there is no second-year resident on the service, they should be assigned 
to a rotating schedule so that each would serve as oral surgical intern and 
as house officer (Supplement B, p. 240). On services where several interns 
are required, appointment of one intern in the fall of the year has been 
customary in some hospitals. The intern appointed in the fall remains on 
service through the following summer months to complete a year’s service, 
and hence can train new men coming on service in July. Experience has 
indicated, however, that the most desirable men are not always available 
in the fall. Furthermore, with an adequate and trained attending staff, it 
is more satisfactory each year for the attending staff to assume responsi- 
bility for the training of the house staff. Errors of the preceding group 
of interns are not passed to the incoming group where this plan is followed. 
The appointment of a resident is desirable. The advantages of having a 
resident oral surgeon, in addition to oral surgical interns, are obvious. In 
proportion as hospitals offer better training and better special services, 
the number of men who desire to spend a second year in hospital training 
will increase. A resident in oral surgery would function, in a general way, 
as do residents in medicine or surgery. The routine duties of the intern, 
as well as the special duties of the house officer (or resident), are discussed 
in detail in Supplement B (p. 240). 

Dental internships are not required by law; therefore it is generally true 
that recent graduates who seek internships do so to broaden their clinical 
experience, or to prepare for research or specialization. Men having this 
sincerity of purpose deserve encouragement and training; the obligation 
to train and to inspire them cannot be overemphasized. Because of the 
intimate association of these interns with both medical and surgical patients, 
it is important for them to become familiar with the standard text-books 
on the principles of medicine, physical diagnosis, and clinical diagnosis by 
laboratory methods, but not necessarily on the practice of medicine. They 
should know how to interpret correctly physical findings and laboratory 
reports, but it is not important that they be specially trained in the technic 
of physical examination or laboratory methods. Such supplemental study 
should be recommended to them early in their internship. They should 
also be advised to attend all medical and surgical staff conferences and the 
pathological conference, and to join the medical and surgical rounds as 
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frequently as possible. The interns should be well trained in clinical sur- 
gery, surgical pathology, and histopathology. Special consideration should 
be given to the relation of oral sepsis to systemic disease, and to the oral 
(secondary) manifestations of systemic disease. Interns should be trained 
to record accurately, and be required to keep detailed records of special 
cases selected for clinical research (Section VIII, page 222). Blumer’ 
emphasizes the fact that, from a medical point of view, case records are 
important not only as a basis for study of disease, but also as a means of 
self-education. He also wrote: 

“It is often, after all, a rather difficult matter to put on paper an adequate and satis- 
factory history. It is an art in itself and is only acquired by experience and practice, not 
merely practice in history taking itself, but experience in the physiognomy of disease and 
in the natural history of the common maladies. I have the feeling that in many of our 
hospitals the intern’s attitude of indifference to case records is fostered by the shortcom- 
ings of the visiting staff. . .. They, too, do not always realize that the habit of putting 
down one’s observations in writing not only increases descriptive powers but develops 
capacity for observation and clarifies one’s own concept in a given case.” 

Interns showing aptitude for research or clinical investigation should be 
encouraged to undertake the study of appropriate problems, and given 
assistance in their solution. Tabulations of accurate records from detailed 
case histories prepare the way for clinical research. Detailed case histories 
and accurate records have practical value when presented at staff meetings 
and clinical conferences. Each intern should be required to present at 
staff conferences detailed case reports of patients to whom he has been 
assigned. Each report should be carefully prepared, and include a com- 
plete record of the patient’s medical history and physical findings. Each 
intern should be required to prepare a thesis of not less than 1500 words on 
a phase of oral surgery. The thesis might be a review of related current 
literature, or a report of original work in clinical pathology or clinical 
surgery. 

It is unfortunate that many interns, after terminating the internship, 
completely lose contact with the hospital. Although many engage in the 
practice of general dentistry and some establish practices in smaller com- 
munities, experience indicates that nearly all ex-interns are anxious to be 
kept informed of the current work of the department of oral surgery. An 
alumni association of ex-interns should be organized, to meet at least once 
a year, when the members could see the current work of the Department 
and hear reviews of the work of the past year. This could be done by 
having a morning clinic on operative surgery, an afternoon clinic on follow- 

7 Blumer, George: Some discursive remarks on bedside diagnosis. Yale Journal of 
Biology and Medicine, 6, 571, 1934. 
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up examinations and clinical conference, and an evening dinner-session. 
The program of the latter might appropriately include a paper by an ex- 
intern, and presentations of theses by interns. 


V. Starr MEETINGS AND CLINICAL CONFERENCES 


Regular staff meetings of the Department of Oral Surgery should be held 
monthly at a specified time, preferably evening, from October to April. 
Staff meetings and clinical conferences are an essential feature of a system- 
atic plan of management. The Director of the Department should act as 
chairman; a member of the staff, as secretary. A definite order of business 
should be followed. There should be a brief business session followed by 
a scientific session. The business session should include reading of the 
minutes of the previous meeting, report of the executive committee and 
advisory council, reports of standing committees, reports of men assigned 
to wards, reports of interns, and discussions of any unfinished or new busi- 
ness relative to staff matters. A large amount of work can be covered in 
a short time, if uncertain and controversial matters are referred to indi- 
viduals or to committees (particularly the executive committee), to decide 
and report upon at the next meeting.* On this plan, the staff meeting is 
a clearing house and not a forum. The scientific session, the main event of 
the meeting, should include presentation (a) of brief case reports of patients 
by interns and members of the attending staff, and (b) of the principal 
paper or address by a member of the attending staff—or by a guest speaker 
on a subject relating to general medicine, surgery, or a specialty. 

The weekly clinical conference and ward round is also an essential feature 
of a systematic plan. It is usually most convenient for staff members to 
hold the clinical conference during the latter part of an afternoon, or on 
Saturday afternoon. Patients should be brought back for follow-up exami- 
nation at the weekly conference, when the week’s work should be analyzed, 
and all unfavorable results, including diagnostic errors, mistakes in surgical 
technic, operative failures, and surgical complications, should be discussed. 
The follow-up system and end-result analysis are of vitalimportance. Pool 
defined end-result as “the ultimate outcome in respect to general health, 
symptomatic relief, anatomic condition of the parts affected, and economic 
efficiency of the patient, especially the degree of disability.” This informa- 
tion is obtained through the special follow-up clinic, which should be held 
once a month in conjunction with a weekly conference. Follow-up exami- 
nations and accurate records of findings should be made of all cases of frac- 


* Pool, Eugene H.: Management of a surgical service, Journal of the American Medical 
Association, 81, 1, 1923. 
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tures of the maxillae, advanced acute infections of dental origin (cervico- 
facial and temporo-facial cellulitis, and sublingual infections), neoplastic 
disease, plastic operations for the repair of cleft of lip or palate, and patients 
under observation for focal infection study and for other conditions pre- 
senting interesting features of clinical pathology. The assistance of the 
Social Service Department is a great advantage in making the follow-up 
clinic successful. The importance of punctuality and regular attendance 
of the staff members cannot be overemphasized. In this relation Pool 
wrote as follows:® 

“Some of the advantages of the follow-up clinic are that the examinations often result 
in timely advice; and failures or complications are recognized and corrected early. The 
failures are discussed at the weekly conference and the aggregate gathered from month to 
month. A mass of material rapidly accumulates which can be made of great value if 
carefully classified and studied. The failures are often disheartening because exact figures 
give to the poor results a far more conspicuous place and a far higher percentage than is 
derived from impressions. Convenient forgetfulness becomesimpossible. Yet such facts 
show up one’s weaknesses and thus stimulate the conscientious worker, whose work from 
year to year as a direct result becomes more reliable and careful. The grouping and 
analysis of results should be carried out by the allotment of subjects to men on the staff 
and to outside workers who are interested in special subjects. The fact that these studies 
are not conducted in the laboratory and are not experimental in nature have caused them 
to be viewed as less attractive than pure research and even the product of an inferior type 
of mind; but such studies on the basis of truths attained may be fairly balanced against 
most of the results that reward the time-consuming efforts of the average research worker. 
Through the follow-up system, then, the surgeon becomes more proficient. As surgery 
improves, the community is benefitted by curtailment of economic waste; the institution 
profits in respect to turnover; and patients, present and prospective, for whom, on last 
analysis, all efforts are directed, gain greatly.” 


VI. RESEARCH 


Clinical research, as suggested by Pool in the foregoing quotation, should 
be encouraged. The hospital is the logical place in which to conduct it. 
The spirit of inquiry should animate teaching, and should be exemplified 
in the service of the practitioner (Gies). Colwell (Joc. cit.) emphasizes that 
persistent search for facts develops various measures of educational value, 
resulting not only in better training for interns (and attending staff) but 
also in providing the best possible care for patients. Such activities in- 
evitably transform the hospital into an excellent continuation school for 
its staff members. It is important, however, to differentiate between the 
type of clinical research mentioned by Pool and fundamental experimental 
research of a biological nature requiring elaborate laboratory facilities. 
In discussing various types of investigation and emphasizing the impor- 
tance of clinical research, Gies (loc. cit.), referring to certain distinctions, 
stated: 
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“As a rule, fundamental’ research [i.e., the establishment of basic scientific principles] 
can be conducted with success only by those who are fitted by nature and by training to 
advance it, and whose abilities have been matured under the guidance of competent 
teachers. Worthy motives, ardent desires, keen aspiration to serve, and ready imagina- 
tion, are not sufficient resources for the conduct of an important investigation. Without 
logical plans, accurate methods, careful controls, balanced observations, patient rep- 
etitions, rigorous skepticism, intellectual integrity and independence, and judicial dis- 
crimination and decision, research becomes a make-believe of unwarranted inferences and 
unsupported speculations, however attractively or persuasively it may be dressed up.” 
Clinical research may, however, be appropriately conducted in clinical 
medicine, surgery, and pathology. Clinical aspects of focal infection, acute 
infections of dental origin, and fractures of the maxillae, are fertile fields 
for clinical research. These and other similar subjects should be studied, 
and detailed observations recorded. A basic plan of research should be 
formulated with respect to the problems to be investigated, and a system- 
atic method of recording identical data on every case selected for study should 
be devised. (Supplement D, I and II, pp. 242-43). Effort should be 
made to correlate the features of physical and clinical examinations with 
bacteriological, pathological, and histopathological findings. Systematic 
detailed records of history and findings are essential. 

Publication, by staff members, of medico-dental case reports of patients 
who have been treated on the oral surgical service should be encouraged. 
Medico-dental case reports of focal infection studies'® make valuable con- 
tributions to both medical and dental literature; and monographs on the 
diseases of the mouth, and on oral manifestations of systemic disease, are 
also particularly desirable. If staff members wish to publish case reports, 
or research conducted on the oral surgical service, their manuscripts should _ 
be submitted first to the Director for approval, and should be footnoted: 
“From the Oral Surgical Service. ...(name of hospital).” Publication of 
articles by staff members should be restricted to the type of journal ap- 
proved by the Commission on Journalism of the American College of Den- 
tists." 

VII. RULES AND REGULATIONS 


In a complex organization like that of a hospital, it is not always easy 
for members of the working force to get a clear idea of their duties. This 


* Italic not in original. 

10 Palmer, Bissell B. and Carr, Malcolm W.: Medico-dental case records, Journal of 
Dental Research, (1) 1926, vi, p. 283; (2-4) 1927, vii, pp. 115, 275, 457; (S-6) 1928, viii, 
pp. 73, 579; (7) 1929, ix, p. 89; (8-9) 1930, x, pp. 173, 675; (10) 1931, xi, p. 847; (11) 1932, 
xii, p. 713; (12) 1935, xv, 93. 

11 Report of the Commission on Journalism: The status of dental journalism in the 
United States. American College of Dentists, New York City, 1932. 
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is particularly true of tasks that arise irregularly or at long intervals. In 
the absence of definite statements that are easily accessible, customs spring 
into existence without the knowledge of those in authority, and acquire 
the influence of law.” In order that the house officer (resident) and mem- 
bers of the intern staff may become familiar with the rules and regulations 
of the hospital and of the Department of Oral Surgery, and to help them 
understand their functions, a compilation of rules and regulations is es- 
sential. This compilation should be complete in all details, and the house 
officer and members of the intern staff should be held responsible at all 
times for the duties assigned to them (Supplements A and B, pp. 236-39). 


VIII. REcorps 


A carefully planned system of adequate records is essential in the manage- 
ment of the oral surgical service, and a uniform method of recording data 
should be established for departmental use. The routine records, and the 
method of filing them, should be simple and practical for future reference. 
Special clinical records, carefully filed on an appropriate plan of classifica- 
tion and cross-indexing, are a valuable adjunct to clinical research. 

Routine records. Experience has indicated that the most effective means 
of recording notes on oral pathology for dispensary or hospital patients is 
a special form printed on paper of a distinctive color. This form, the oral 
pathology consultation chart (page 245), is attached to the patient’s 
bedside history, or made a part of the dispensary patient’s out-patient de- 
partment record. Many hospitals file in a central record office the re- 
cords of patients from all out-patient departments. A dispensary patient 
reporting to the out-patient department first secures his out-patient depart- 
ment record (and at this time pays the dispensary fee), and then goes to 
the dispensary in which he is receiving treatment. The oral pathology 
consultation sheet is attached to this record, which accompanies the patient 
(each visit) to whatever dispensary (medical or surgical) he may be referred. 
Thus, if the patient attends other medical or surgical clinics during the 
course of treatment, the clinicians there may determine, by examination of 
the oral pathology consultation chart, the condition of the patient’s mouth 
and whether the oral condition is probably a factor in the patient’s general 
condition. Progressive treatment notes, and a statement as to whether all 
oral foci were eliminated when the patient was discharged from the Depart- 
ment of Oral Surgery, are also recorded on the reverse side of the sheet. An 


48 Abstracted from the preface of a brochure issued by the Fifth Avenue Hospital 
(New York City), entitled “Regulations and general information relative to the duties of 
resident house officers and members of the interne staff.” 
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oral pathology consultation sheet thus becomes a part of the record of 
every patient examined either in the out-patient dispensary or the hospital 
wards, and it is unnecessary to duplicate these records for the department 
file, because the record always accompanies the patient. 

Special records. Where clinical research is conducted, special research 
records are required. (Supplement D, I and II, pp. 242-43.) A systematic 
method to investigate clinical aspects of focal infection has been published." 
It is desirable, in a department of oral surgery, to keep clinical records of 
the more interesting and unusual cases. The oral pathology consultation 
sheet is not adapted for this purpose. Therefore brief but adequate clinical 
notes of history, examination, and treatment should be recorded for selected 
cases, and the records kept in the department file under the respective diag- 
noses, in numerical order, with such index headings as adenitis, cellulitis, 
cleft lip and cleft palate, cysts, dislocations, facial paralysis, fractures, 
hemorrhage, impacted teeth, leukoplakia, neoplasms (sub-divided), neu- 
ralgia, necrosis, osteomyelitis, oral manifestations of systemic disease (sub- 
divided), ranula, sialolithiasis, supernumerary teeth, tic douloureux, etc. 
This file should be cross-indexed with an alphabetic card file of each patient’s 
name, address, and special case number. There should also be a chronologi- 
cal follow-up file, for use in sending for patients for follow-up examinations. 
Monthly statistical tabulations of the operative work of the Department 
are important, both for the Department and the hospital permanent records. 
In large institutions, where it is necessary to separate the work of the out- 
patient dispensary from the ward service, separate reports should be rend- 
ered for each. (Supplement D, ITI, page 244.) 


IX. ForMULARY 


Drug therapy is essential in the practice of oral surgery. It may be 
necessary to prescribe for a variety of general systemic disturbances caused 
directly by oral diseases or their sequelae. It may also be necessary to 
prescribe for constitutional conditions responsible for mouth lesions. A 
classified list of standard drugs should be adopted as the official formulary 
of the Department of Oral Surgery. This departmental formulary should 
be included in the general formulary of the hospital. The Council on 
Dental Therapeutics of the American Dental Association recently published 
a manual of Accepted Dental Remedies,“ which includes the drugs and prep- 


18 Palmer, Bissell B., and Carr, Malcolm W.: A systematization of the clinical study of 
focal infection, J. Den. Research, 6, 271, 1924-1926. 

4 Council on Dental Therapeutics: Accepted Dental Remedies; American Dental As- 
sociation, Chicago, 1935. 
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arations, from official sources, of greatest usefulness in the field of dentistry; 
also non-official articles approved by the Council. The U.S. Pharmacopeia 
and the National Formulary are recognized standards for drugs and their 
preparations. It is important to prescribe pharmacopeial or national- 
formulary drugs or preparations rather than articles that have no legalized 
standard. The preface in Accepted Dental Remedies states: “It has long 
been recognized that all the drugs needed for the intelligent practice of 
dentistry in all its branches can be found in the official manuals, such as 
the United States Pharmacopeia.” Accepted Dental Remedies, an important 
work of reference, is a helpful guide in determining what drugs and prepa- 
rations constitute a rational materia medica for the formulary of the Depart- 
ment of Oral Surgery. 

Aiguier® has recently published a monograph on modern pharmacologic 
and therapeutic principles applied to dental practice. The monograph 
emphasizes the importance of prescribing U.S.P. and N.F. drugs and prep- 
arations; contains much valuable information regarding drug action, suscep- 
tibility to drugs, and tissue reaction; and includes many prescriptions and 
a résumé of the therapeutic use of drugs in dental practice, classifying local 
and general conditions that require drug therapy and recommending drugs 
that are indicated in the treatment of these conditions in accordance with 
pharmacodynamic action. The monograph, a valuable contribution to 
the subject, is particularly useful in preparing a standardized hospital 
formulary. Nichols has also prepared a brochure of useful U.S.P. and 
N.F. and other preparations of use to dentists. This contribution is also 
a satisfactory résumé and therapeutic classification of some of the more 
important official products from the U.S.P. (X) and N.F. (V and VI). 
Mead" recently published a comprehensive discussion of special drugs for 
surgery of the mouth, and included a classified list of drugs for routine 
therapy in oral surgery. Supplement C (page 241) presents a list of drugs 
appropriate for a basic formulary for a department of oral surgery. Only 
important drugs are included. The list, although not intended to represent 
a complete formulary, suggests an appropriate method of compiling a 
formulary, and emphasizes the fact that, in a systematic plan of manage- 
ment, a carefully standardized formulary is essential. 

6 Aiguier, James E.: Dental medicines: modern pharmacologic and therapeutic 
principles applied to their use in general practice, Den. Cosmos, 75, 3, 1933. 

16 Nichols, Adley B.: A résumé of some official U.S.P., and N.F., and other prepara- 
tions of use to dentists; Philadelphia College of Pharmacy and Science, Philadelphia, 
Pa., 1935. 

17 Mead, Sterling V.: Oral surgery (Chapter VII—-special drugs for surgery of the 
mouth); C. V. Mosby Company, St. Louis, 1934. 
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X. Ovut-PATIENT DISPENSARY 


Patients should be admitted to the out-patient oral surgical dispensary 
in accordance with the selective policy outlined on page 208. The oral 
surgical out-patient dispensary should assume responsibility primarily for 
the care of sick ambulatory patients, referred to the Oral Surgical Depart- 
ment from other out-patient departments of medicine or surgery, for diag- 
nosis or treatment of oral sepsis possibly related to systemic disease, and 
of other surgical conditions of the mouth. The Department may also 
assume responsibility for emergency dental or surgical treatment of out- 
patients not referred from other out-patient departments. Patients apply- 
ing directly to the oral surgical dispensary should be received for diagnosis; 
relief of pain; surgical treatment of acute infection and of traumatic injury; 
and treatment of other surgical conditions of the mouth. The work of the 
Department of Oral Surgery through the out-patient dispensary, therefore, 
may be designated as (a) diagnosis and (b) surgical treatment. The work 
in diagnosis should include clinical and roentgenological diagnoses of 
diseases, injuries, and malformations of the mouth, jaws, and associated 
parts. An important part of diagnosis is the recognition of oral manifesta- 
tions of systemic disease. Accordingly, there should be surgical treatment 
of acute and chronic infections of periodontal and periapical tissues, of con- 
ditions arising from traumatic injury (including complicating infections of 
adjacent tissues), and of other surgical conditions of the mouth. 

In addition to surgical treatment for dispensary patients, and consistent 
with facilities, supplemental dental treatment should be offered on a selec- 
tive plan. It is appropriate that prenatal patients be given special dental 
care, in addition to routine removal of infected teeth and treatment of peri- 
odontal disease. Adequate time should be set aside weekly for a clinic in 
operative dentistry for prenatal patients, and the interns and clinical assist- 
ant attending staff members should be scheduled, on a rotating service, 
to attend this clinic under the supervision of the Adjunct Attending Dentist. 


XI. In-PATIENT WARD SERVICE 


Special attention should be given to the relation of the Department of 
Oral Surgery to the in-patient ward service, so that the Department may 
fulfill its fundamental obligation to render complete oral health-service to 
the sick hospital patient. Examination—Every ward patient should re- 
ceive a complete oral examination, preferably at the time of admission. 
The findings should be recorded on the “oral pathology consultation sheet” 
and attached to the patient’s bedside history. A list of the names of 
newly admitted patients should be sent daily to the Department from the 
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admission ward. Oral surgical rounds—Ward rounds should be made 
daily by the attending clinician assigned to the ward service, accompanied 
by the intern on house service. All new admissions and active oral surgical 
patients should be seen daily during the round. The attending clinicians 
are thus made familiar with the ward service. They are responsible for 
the diagnoses and recommendations recorded on the oral pathology con- 
sultation sheet, and for the treatment and postoperative care of ward 
patients. The attending clinician and intern should be instructed to make 
special note of all oral manifestations of systemic disease, observed during 
the round, and refer such cases to the Director of the Department. All 
patients for whom special consultation has been requested should be 
examined during the daily round. Rotation of staff members from the 
dispensary to the ward service is an essential element in a systematic plan 
of management. 

Oral hygiene service for hospital patients, and particularly for preopera- 
tive surgical patients and those confined to bed, is exceedingly important. 
The Department of Oral Surgery should assume responsibility for it. This 
service should be administered by oral hygienists and supervised by the 
Adjunct Attending Periodontist. Franken (Joc. cit.) made frequent con- 
tributions to both medical and dental literature on the value of oral hygiene 
to the hospital patient, and particularly on the prophylaxis of postopera- 
tive pneumonia. He reported that in the Lenox Hill Hospital, New York 
City, in 1927, the incident of postoperative pneumonia was 2.5 percent; 
in the two following years, during which preoperative oral care was carried 
out, it was only 0.7 percent. All other conditions were believed to be the 
same and no other precaution was taken. The causal relation between oral 
sepsis and postoperative pneumonia has long been recognized, and it is 
an important obligation of the Department of Oral Surgery to institute 
routine preoperative oral hygiene treatment for all surgical patients, in 
order to reduce to a minimum the possibility, during general anesthesia, 
of aspirating septic material from suppurating dental fistulae and infected 
gingivae. On this subject Appleton" stated: 

“Many factors are operative in the development of postoperative pneumonia. The 
great predominance of Group IV pneumococci—the ordinary pneumococci of the mouth— 
supports the view that these pneumonias are of an aspirational type. Periodontal disease, 
gingivitis, and stomatitis in proportion to their severity and extent furnish larger numbers 
of bacteria. Under these conditions the aspiration of a minimum infective dose will be 
facilitated during general anesthesia and the prolonged inactivity of convalescence. . . . 





18 Appleton, J. L. T.: Bacterial infection with special reference to dental practice; 
2nd ed.; Lea and Febiger, Philadelphia, 1933. 
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The similarity which exists between postoperative pneumonia and terminal pneumonia 
suggests that the arrival of this latter condition may be postponed by cutting down oral 
infection to a minimum.” 

Not only should the patient’s mouth be in a hygienic state, but also the 
mouths of all who attend the patient—the surgeon, the anesthetist, the 
nurses, the interns—and who come into the invalid’s immediate environ- 
ment. Patients with non-emergency surgical conditions are usually ad- 
mitted to the hospital for observation and study for from two to four days 
prior to operation. During this period appropriate oral hygiene treatment 
may be instituted without interfering with the patient’s usual preoperative 
surgical routine of examinations, laboratory tests, and general observation. 
The following systematic plan’® is suggested for routine oral hygiene treat- 
ment for the preoperative surgical patient: 

As soon as possible after admission, patient sent to oral surgical dispen- 
sary, or visited in ward for routine examination and oral hygiene treatment 
by oral hygienist. First day.—Teeth and gingivae swabbed with solution 
of glycerite of iodine and zinc iodide (N.F., VI) consisting of zinc iodide 
(8%), iodine (10%), glycerine (55%), distilled water, q.s.ad. (100%). 
After swabbing, teeth thoroughly scaled and polished, and findings of pre- 
liminary examination by oral hygienist noted on oral pathology consulta- 
tion sheet. Condition of periodontal tissues, presence and degree of dental 
caries, position of retained roots, obviously infected teeth, and missing 
teeth, noted on chart. Dental roentgenograms taken where indicated by 
intern, who checks findings of oral hygienist’s preliminary examination. 
Patient, given toothbrush; instructed as to proper method of brushing 
teeth and gingivae; and returned to ward where, on standing orders, 
receives every two hours mouthwash of sodium perborate—/reshly prepared 
by dissolving one teaspoonful of sodium perborate in eight ounces of water; 
used at 125°F. Second day.—Gingivae and teeth swabbed with solution 
of glycerite of iodine and zinc iodide; additional scaling of teeth, if indicated. 
Complete findings of examination, including roentgenological data, and 
recommendations for treatment of periodontal or periapical disease, noted. 
If surgical service approves recommendations, and there are infected teeth, 
extraction may be initiated. Frequently advisable to remove all infected 
teeth, but conservative policy desirable regarding number removable dur- 
ing single operation; multiple operations prevent acute reaction or exacerba- 
tion following rapid liberation of toxins or bacteria into blood stream. 
Succeeding days.—Gingivae and teeth swabbed daily with solution of 


1® Author’s plan of procedure modified from original suggestion by Franken: Prophy- 
laxis of postoperative pneumonia by oral hygiene, Arch. Int. Med., 48, 1225, 1931. 
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glycerite of iodine and zinc iodide. Sodium perborate mouthwash, and 
operations for removal of infected teeth, continued unless contraindicated. 
Teeth should not be removed within twenty-four hours preceding scheduled 
surgical operation. Patients requiring immediate operation should be given 
sodium perborate mouthwash. Periodontal tissues and teeth swabbed 
with solution of glycerite of iodine and zinc iodide immediately before 
operation. If fuso-spirochetal infection suspected, smear given direct 
microscopic examination; if suspicion confirmed, special periodontal treat- 
ment indicated. Attending surgeon informed of every case having fuso- 
spirochetal mouth infection. According to Appleton (Joc. cit.): 

“The care of the mouth in illness requires special attention. Patients who need special 
attention to the mouth are unconscious patients; patients suffering from fevers, especially 
typhoid, pneumonia, or meningitis; and in all patients gravely ill and those on liquid 
diet. Neglect of the mouth of a fever patient causes the membranes to dry andcrack; 
food, epithelial cells and germs collect in the cracks, causing sordes, which when removed 
leave an open surface, a good source of infection; spoils the appetite; may cause infection 
of sinuses, eyes, ears, tonsils, or cervical glands; in a typhoid patient, may cause reinfec- 
tion; bacteria present cause fermentation of carbohydrates, which in turn cause tym- 
panites. Equipment.—Individual tray; bottle of liquor antisepticus; surgical cup for 
mouthwash; medicine cup with liquid albolene and lemon juice, aa.; kidney basin; mouth 
wipes; towels (surgical and face); box of cold cream; feeding tubes; cotton applicators; 
tongue depressors; fingercots. Procedure.—Spread towel under patient’s chin and around 
neck; rinse mouth through feeding tube with liquor antisepticus; clean mouth with cotton 
applicator dipped in liquor antisepticus, being sure to cover every part of the lining mem- 
brane, but using caution not to break or injure the membrane, as this makes it more liable 
to infection; never dip the applicator back into the cup; rinse mouth with water; feed 
patient and repeat cleaning; lubricate lining of membrane of mouth with albolene and 
lemon juice, aa.; lubricate lips with cold cream, using fingercots. If mouthisin extremely 
bad condition and sordes be present, H,O, may be applied ca. ten minutes previous to the 
treatment outlined above. The large amount of oxygen contained in the H,0, readily 
combines with the organic material which may have accumulated in the sordes. This 
oxidation makes it easy to remove the accumulated material in an easy way.””” 

Franken pointed out that for successful execution of an oral hygiene 
routine in the hospital, it is essential for the Department of Oral Surgery 
to have the full cooperation of the surgical staff and nurses on the wards. 
Oral hygiene service, and treatment of oral sepsis by eradication of perio- 
dontal and periapical infections, should be available also for all medical 
patients in whom oral focal infection may be related to systemic disease. 
Other hospital patients should receive the same consideration, if facilities 
permit. In addition to treatment for elimination of oral sepsis by surgical 
eradication, supplemental dental treatment in other branches of dentistry 
should be instituted upon a selective basis of practical importance to the 


20 Abstracted by Appleton (Joc. cit.) from Addams: Dental Cosmos, 72, 665, 1930. 
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patient and consistent with the Department’s facilities. Emergency treat- 
ment of dental caries, and if possible its routine treatment in children— 
and also prosthetic service—should be available; the latter particularly in 
hospitals that admit patients for the treatment of pulmonary tuberculosis. 

Oral surgical service. In the preceding discussion, considerable emphasis 
has been placed upon the importance of providing orai health-service for 
the sick patient, and allusion has been made to the fact that the Department 
of Oral Surgery is called upon to assist in diagnosis and treatment of 
systemic disease more frequently, probably, than any other department in 
the hospital. Although the Department should meet this important obliga- 
tion in general health-service, it must be responsible primarily for the 
surgical treatment of diseases, injuries, and malformations of the mouth 
and associated parts. The responsibilities the Department assumes in 
diagnosis, and in surgical eradication of oral infections incidental to systemic 
disease, are but extensions of the routine work of the typical department, 
which have developed since recognition of the causal relation between oral 
sepsis and systemic disease. Therefore, patients treated on the oral surgi- 
cal ward service are such as suffer from conditions that are essentially surgi- 
cal in nature and frequently require hospitalization; and also such as are 
referred from the ward service of other departments of medicine or surgery. 

The work of the Department, in relation to the in-patient ward service, 
may be designated as (a) diagnosis, and (b) prophylactic and surgical 
treatment. “Diagnosis” includes clinical diagnosis of diseases of the 
mouth; also clinical and roentgenological diagnosis of oral focal infection, 
with special reference to the relation of oral sepsis to systemic disease, as 
determined by the medico-dental (oral surgical) ward rounds. Treatment 
should consist of oral hygiene procedure, particularly routine prophylaxis 
for the preoperative surgical patient, and surgical eradication of chronic 
oral infections suspected of being related to systemic disease. In addition 
to routine work in minor surgery accruing from the ward service of other 
departments, the oral surgical service should be responsible for the treat- 
ment of surgical diseases, injuries, and malformations of the mouth and 
associated parts. Surgical conditions of the mouth that come within the 
scope of the branch of surgery customarily conducted by the oral surgical 
service include infections and inflammations of the mouth; acute septic 
infections, of the floor of the mouth and neck, of dental origin; sublingual 
abscess and cervico-facial cellulitis; cysts and inflammations of the maxillary 
bones; osteomyelitis and necrosis; traumatic injuries and complicating in- 
fections of the maxillary bones and soft tissues of the face; benign neoplasms 
of the mouth and maxillary bones; congenital malformations; cleft lip and 
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cleft palate; affections of the salivary glands and their ducts; affections of 
the tongue and of nerves of the face. 


XII. INTERRELATIONSHIP OF DEPARTMENTS 


The Department of Oral Surgery occupies a strategic position within 
the organization of a large hospital, because of its interrelation with the 
treatment of systemic disease and consequently with the practice of medi- 
cine and surgery. 

Department of Medicine.—The importance of the relation of oral sepsis 
to systemic disease cannot be overemphasized. MacNevin and Vaughan,” 
in a complete review of the literature on this subject, emphasized the clini 
cal aspect and effectively classified the material. Mouth infections in re- 
lation to diseases of the ear, eye, skin, and of the digestive, circulatory, and 
hemopoietic systems, are discussed; there are also chapters on arthritis and 
mouth infections in relation to pediatrics and cancer. Appleton (loc. cit.) 
stated that, by maintenance of mouth hygiene, at least one source of focal 
infection is reduced to a minimum. Specific relationship of oral hygiene 
to various general diseases is discussed by Appleton in chapters x1x (focal 
infection), xxx1 (oral hygiene), and xxxv (tuberculosis). The degree of 
oral hygiene in hospital patients has been shown to have a direct bearing 
on the rapidity of convalescence, and on the spread of infection elsewhere 
in the body. The Department of Oral Surgery should render the Depart- 
ment of Medicine adequate service in diagnosis and surgical eradication 
of oral foci of infection. This can best be accomplished through routine 
dental examination of every patient in the hospital immediately after 
admission, charting the findings on the special oral pathology consultation 
sheet, and systematic medico-dental rounds. 

Department of Surgery—The causal relation between oral sepsis and 
many postoperative pneumonias has long been recognized. It is an exceed- 
ingly important part of the work of the Department of Oral Surgery to in- 
stitute a routine of preoperative oral hygiene treatment for all surgical 
patients, to reduce to a minimum the possibility, during general anesthesia, 
of aspirating septic material from the mouth. 

Department of Obstetrics (prenatal care).—Experience indicates that re- 
moval of infected teeth, and treatment of pathological conditions of the 
mouth during the early period of pregnancy, reduce to a minimum the 
possibility of serious acute dental infection during the later period of con- 


% MacNevin, Malcolm Graeme, and Vaughan, Harold Stearns: Mouth infections 
and their relation to systemic disease, Vols. I and II; Joseph Purcell Research Memorial 
New York, 1930 and 1933. 
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finement. The Department of Oral Surgery should give special considera- 
tion to prenatal patients, and should be responsible also for reparative 
fillings when indicated. 

Departments of Oto-Rhino-Laryngology and Pediatrics.—In several large 
hospitals it has become a routine procedure to remove deeply carious and 
infected teeth at the time of operations for tonsillectomy. This is a particu- 
larly appropriate procedure for children, the advantages of which are ob- 
vious. With a systematic routine dental examination upon admission, it 
is a simple matter to chart the teeth to be removed at the time of operation. 
The resident, or house officer, should be present at all tonsil operations, to 
remove infected teeth as indicated. 

Department of Tuberculosis—Treatment of pulmonary tuberculosis is 
usually conducted in sanitaria. Some large city-hospitals care for patients 
having this disease. The essentials of treatment in tuberculosis are rest, 
fresh air, and adequate muérition. Gillett™ stated that, in tuberculosis, 
there is increased caloric waste; actual food requirements of the body are 
higher; and there is greater desire for food. Therefore, the patient not 
only should receive proper nourishment, but also his mouth should be kept 
healthy—and restored to a state of masticating efficency, if teeth have been 
lost. Gillett quoted Lawrason Brown as follows: “‘A [tubercular] patient 
who eats and digests well is a patient half cured.” Appleton (loc. cit.) 
drew the following conclusions relative to the relation of oral prophylaxis to 
tuberculosis: 

“(1) In a disease where nutrition plays such an important part in treatment, an efficient 
masticating machine is needed. Hence the importance of establishing or maintaining 
oral health and function. (2) The establishment or maintenance of oral health further- 
more may be largely depended upon to prevent the development of primary tuberculous 
lesions in the mouth, and thereby to prevent the entrance of tubercle bacilli into the body 
through such lesions. ($8) The likelihood of oral tuberculous lesions developing, secondary 
to tuberculous infection elsewhere in the body, may be reduced to a negligible minimum by 
careful and systematic oral hygiene. (4) Some of the most trying and serious complica- 
tions of pulmonary tuberculosis, such as fever and cavity formation, are ascribed to the 
secondary invasion of the lesions by ordinary pyogenic bacteria; viz., pneumococci, 
streptococci, staphylococci, and Gaffkya tetragena. All of these microdrganisms thrive in 
the neglected mouth, and their aspiration would be certain. Experimentally it has been 
shown that alpha streptococci from periapical infection and tubercle bacilli injected 
together produce a greater reaction over a longer period of time than when either of these 
organisms is injected by itself. Pilot, Davis, and Shapiro assert that fusiform bacilli 
and spirochetes (Vincent’s organisms) cause secondary infection in pulmonary tubercu- 
losis. They are usually responsible for the fetid expectoration in bronchiectasis and gan- 





# Gillett, Henry W.: Dental service as an auxiliary in the treatment of tuberculosis, 
New York City, 1921, issued by American Mouth Health Association for the New York 


Tuberculosis and Health Association. 
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grene. Prevention of these putrid infections depends on proper care and hygiene of the 
mouth. (5) There seems to be a well-defined impression among clinicians that oral infec- 
tion exerts an unfavorable influence on pulmonary tuberculosis in other ways than those 
indicated above. Brody has often observed a drop in temperature of tuberculous patients 
following the extraction of infected teeth. In the experience of Jones, the removal of oral 
sepsis has a marked effect in many cases in assisting the medical care of the tuberculous. 
This is notably so in the younger patients. . . . Hence temporizing with pulpless teeth is 
especially contraindicated in the actively tuberculous. It has also been noted that 
patients with arrested or healing tuberculosis may have symptoms suggesting a reactiva- 
tion of the tuberculosis as a result of mouth infection with Vincent’s organisms.” 

Oral hygiene treatment, removal of infected teeth, filling of carious teeth, 
and prosthetic restoration of lost teeth, are most important services for the 
tubercular patient. The attending and adjunct attending staff of the 


Department of Oral Surgery should be responsible for these services. 


XIII. RELATION TO GRADUATE SCHOOL OF MEDICINE 


Because of the interdependence of medicine and dentistry as agents of 
public health, it is of the same relative importance that students in medi- 
cine receive adequate instruction in the principles of oral hygiene, oral 
pathology, and oral surgery, related to the practice of medicine and surgery 
as it is for students in dentistry to receive instruction in the principles of 
medicine related to the practice of dentistry. A recent survey indicated, 
unfortunately, that the medical faculties are indifferent to the principles 
of oral pathology related to systemic disease, and to the clinical aspects of 
diseases of the mouth, and that candidates for the M.D. degree do not 
receive adequate instruction in these subjects. One of the most urgent 
findings in the Carnegie Foundation’s study of dental education (Bulletin, 
1926) was the recommended development of dental and medical curricula, 
“with adequate dispensary and hospital facilities,” for the training of special- 
ists in the types of oral health-service which, like oral surgery, “embrace 
most intimately the joint responsibilities of medicine and dentistry” (p. 19). 
Such advanced work and facilities, both medical and dental, are gradually 
increasing in the various hospitals that coéperate with medical and dental 
schools, or which independently give post-graduate or graduate courses in 
medicine, surgery, oral pathology, clinical aspects of oral disorders related 
to systemic diseases, or in all of these fields. A hospital in this group, 
whether associated with a school or independent, is an important teaching 
institution; and in the independent hospital, those who conduct the courses 
are its faculty. In hospitals that give post-graduate or graduate courses, 
the attending oral surgeon should have a faculty appointment as professor 
or clinical professor of oral surgery, and be responsible for appropriate 
lectures on the principles of oral surgery related to medicine and general 
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surgery. The importance of this type of graduate instruction in oral 
pathology, and in the relation of oral sepsis to systemic disease, will be 
recognized when attention is directed to the fact that many of the students 
who take post-graduate or graduate courses in hospitals are physicians who 
have been in provincial practice for many years, and have not had the ad- 
vantages common to practitioners in or near'a large medical center. Ex- 
perience has indicated that a lecture course of this nature is useful to these 
practitioners and appreciated by them. Twelve lectures are sufficient to 
cover adequately the most important phases of the subjects of oral hygiene, 
oral pathology, and the principles of oral surgery. Shorter courses should 
be given where time does not permit reservation of twelve hours for this in- 
struction. The following subjects are suggested for a lecture course for 
graduate students in general medicine, general surgery, and oto-rhino- 
laryngology :* 
1. Chronic infections of periodontal tissues (stomatitis) 
2. Chronic infections of teeth and periapical regions 
3. Relation of oral sepsis to systemic disease. Interpretation of dental roentgenograms 
and medico-dental relations 
4. Diseases of mouth and oral manifestations of systemic disease:* (a) Systemic dis- 
eases which may be antedated by mouth lesions. (0) Oral lesions due to ingestion and 
absorption of various drugs. (c) Oral lesions among workers in chemicals. (d¢) Oral 
lesions in specific diseases with chronic infectious granuloma. (e) Yeast infections of oral 
cavity. (f) Skin lesions extending into oralcavity. (g) Oral lesions often associated with 
genital lesions. (4) Oral lesions associated with menstruation. (i) Oral lesions incident 
to pregnancy. (j) Diseases of tongue. (%) Congenital oral lesions 
5. Benign and malignant neoplasms and precancerous lesions 
6. Acute infections of face, neck, and sublingual tissues. Differential diagnosis of 
facial swellings 
7. Inflammation and disease of maxillary bones: cysts, osteitis fibrosis cystica, odonto- 
mata, necrosis 
8. Inflammation and disease of maxillary bones (continued): osteomyelitis 
9. Fracture of maxillary bones 
10. Fracture of maxillary bones (continued). Methods of treatment 
11. Malocclusion and irregularities of teeth, deformities of jaws, and congenital clefts 
12. Affections of nerves of face 


XIV. RELATION To Hosprtat ScHOOL oF NURSING 


Complete dental examination should be included in the physical exami- 
nation of applicants for admission to the hospital training school for nurses. 


% Author’s unpublished lectures on the principles of oral surgery for graduate students 
in general surgery and oto-rhino-laryngology; included in the graduate curriculum at the 
New York Polyclinic Medical School and Hospital, New York City, 1935. 

% Eller, Joseph Jordan: Dermatologic lesions of the mouth: differential diagnosis 
and treatment, J. Den. Research, 12, 259, 1932. 
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This examination, made before the applicant is accepted as a student 
nurse, should include a careful clinical examination of the mouth and com- 
plete dental roentgenological examination of the teeth; and the findings, 
together with recommendations for treatment, should be delivered to the 
directress of the school of nursing. The recommended treatment should 
be completed before the applicant is accepted. Carious teeth should be 
filled, infected teeth removed, and periodontal infection treated as a routine 
procedure for all who wish to enter the profession of nursing. If this recom- 
mendation is followed, there will be less dental disease—and less illness and 
less time off duty—and the average health of the student nurse will be im- 
proved. Applicants for entrance to the school of nursing are usually young 
women, many of whom have come to large cities from country districts. 
They are accordingly exposed to many types of infection against which 
they have little or no resistance. Besides, the course of training is rigorous 
and predisposes to fatigue, emphasizing the importance of eliminating all 
sources of chronic infection that may contribute to lowered resistance. 
Then, too, stress at this early period of their training upon the importance 
of oral hygiene and self care should have a beneficial effect upon the minds 
of these young women who are preparing for a career of nursing—the care 
of others. If they do not understand the principles of hygiene and preven- 
tion and apply these principles to themselves, it will be difficult for them 
to understand the importance of hygiene and prevention in their ministra- 
tions to others. It is important that student nurses be assigned for duty 
in the oral surgical out-patient dispensary. They profit considerably from 
demonstrations of the practical importance of oral hygiene, and gain clinical 
experience in the relation of oral sepsis to systemic disease and to oral mani- 
festations of disease elsewhere in the body. 

Student nurses should receive didactic lectures in the essentials of oral 
hygiene, oral pathology, and clinical aspects of oral surgery. These lec- 
tures should be given preferably at the beginning of the second year of 
training and supplemented by practical demonstrations during assignment 
in the oral surgical dispensary. The lectures, emphasizing fundamentals 
with a minimum of detail, should include subjects of practical value—serv- 
ices that nurses may appropriately render the sick patient that would 
improve or make more comfortable the condition of the mouth. Student 
nurses should learn that there are three primary dental diseases—dental 
caries, periodontal infection, and periapical infection—and that oral sepsis 
may constitute a focus of infection capable, by metastasis, of being an 
etiological or an aggravating factor in systemic disease; and that many 
systemic diseases have oral manifestations which frequently are important 
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diagnostic lesions. Provision should be made for at least five lectures on 
the general subjects of oral hygiene and oral pathology; the following are 
suggested as a basic course: 


1. Introduction: (¢) Fundamentals of embryology, anatomy and osteology of the 
skull, oral cavity and related structures. (6) Deciduous and permanent dentition. 
(c) Tooth morphology 

2. Oral pathology: Primary diseases of mouth.—(a) Periodontal disease. (5) Other 
forms of stomatitis. (c) Dental caries. (d) Periapical infection 

3. Oral sepsis as a primary focal infection: (¢) Infection of contiguous tissues by direct 
extension. (b) Secondary (systemic) lesions caused by metastasis 

4. Oral (secondary) manifestations of systemic (primary) disease. (Section XIII, 
page 233) 

5. Practical considerations: Responsibility of nurse for emergency treatment, and for 
routine and special oral health-service.—(a) Emergency treatment: (1) Control of pain. 
(2) Control of hemorrhage. (3) Control of infection (indications for use of external heat 
and cold, etc.) (5) Routine and special oral health-service: (1) Value of oral hygiene. 
(2) Diet and nutrition as related factors. (3) Postoperative oral hygiene care—Cleansing 
of mouth, brushing of teeth, use of dental floss, care of tongue, care of lips in fever cases, 
mouth-washes, and dentifrices. (4) Care of dentures. (5) Care of infant mouth 


XV. SumMARY AND CONCLUSIONS 


It is impracticable for the hospital, through its out-patient dispensary, 
to care for the complete dental needs of the community. 

Dental care under hospital auspices may be appropriately rendered in 
accordance with a selective policy on a basis of practical health-service to 
the sick patient. 

The following selective policy is recommended: (1) care of the sick 
hospital patient in whom oral infection may be either an etiological or 
aggravating factor in the systemic disease; (2) care of the sick ambulatory 
patient referred to the Department of Oral Surgery from other out-patient 
departments, for diagnosis or treatment of oral sepsis that may be related 
to systemic disease; (3) emergency dental or surgical treatment of out- 
patients applying for relief of pain, acute infection, traumatic injury, or 

The most important practical services that can be rendered to patients 
thus classified are oral diagnosis, surgical treatment of acute and chronic 
periodontal and periapical diseases, and treatment of traumatic injury. 

Provision should be made for supplemental dental care for the hospital 
patient consistent with facilities, and upon a selective basis. 

The oral surgical service is best suited to administer practical oral health- 
service under hospital auspices. 

The oral surgical service should function as a separate department. 
The Director of Oral Surgery (Attending Oral Surgeon) should be a member 
of the Medical Board. 


JOURNAL OF THE AMERICAN COLLEGE OF DENTISTS, VOL, 2, NO, 4 
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More attention should be given to the instruction and education of the 
interns. Hospital internship is a means of rounding out undergraduate 
training, and is a desirable basis for advanced training for specialization. 

Staff meetings and clinical conferences, regular follow-up clinics, and 
ward rounds are essential. Clinical research should be encouraged. 

Rules and regulations for the Department, and rules and regulations on 
the duties of the interns, are essential in the management of the service. 
A system of records and a standard formulary are of equal importance. 

Hospitals that give postgraduate or graduate courses in medicine and 
surgery should include lectures on the principles of oral surgery relative to 
the practice of medicine or surgery. Adequate lectures on the fundamentals 
of oral hygiene, oral pathology, and oral surgery should be included among 
the courses of instruction for student nurses. 

There should be a systematic plan of management of the hospital oral 
surgical service. ‘‘In any effort toward systematization, the physical 
mechanism and duties alone must be regulated, not the spirit and thought. 
A routine, inelastic mode of treatment, an inhuman mechanical attitude 
toward patients especially, should be avoided. Developments, or changes, 
should be in the nature of evolution, being incorporated as far as possible 
with existing customs; the disturbing upheavals of revolutionary methods 
should rarely, if ever, be employed” (Pool, Joc. cit.). 


XVI. SUPPLEMENTS 
A. RULES AND REGULATIONS OF DEPARTMENT OF ORAL SURGERY™® 


1. GENERAL RULES AND REGULATIONS. Director of Oral Surgery consulted on all 
matters other than routine procedures. Senior intern on oral surgery notifies Direc- 
tor of all admissions to hospital on day of each admission. All patients admitted to 
hospital seen within twenty-four hours after admission. Director sees each such case, or 
assigns Associate or Assistant Visiting Oral Surgeon to be responsible forcase. If Director 
cannot be reached by telephone, intern on service then calls respectively persons designated 
as “first on call” and “second on call’”’ in accordance with rotating schedule of men on call 
for operations or emergency consultations. Director also notified of all cases scheduled 
for operation, and kept informed of condition of all seriously ill patients. All accidents in 
operating, untoward sequelae, conditions requiring major oral surgery, and all other con- 
ditions of unusual or rare occurrence or special pathological interest, reported to Director. 
This is responsibility of every one associated with Department, and duty of senior oral 
surgicalintern. All requests for consultation from other departments first transmitted to 
Director, in accordance with rules of hospital. Director answers such requests or assigns 
Associate or Assistant to respond, in accordance with rotating schedule. 





% Rules and Regulations of the Department of Oral Surgery, Metropolitan Hospital, 
Department of Hospitals, City of New York; in more compact form here, including many 
abbreviations in phraseology. The term “visiting staff” is used as a synonym for 
“attending staff.” 
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All patients admitted for treatment to out-patient dispensary sign permit for operation 
before being seen for treatment or operation. No minor receives treatment unless permit 
has been signed by nearest of kin. All patients with fracture of maxillae admitted to 
hospital on oral surgical service, for treatment. All gold crowns, bridges, inlays, etc., 
removed at operation, returned to patient. Patients from out-patient dispensary or from 
hospital wards not permitted to pay clinicians for services rendered. Clinic patients not 
accepted by staff men as private patients. Patients requiring services dispensary or hos- 
pital not equipped to render, referred to other clinics offering desired services, or to dis- 
pensary connected with a dental school. 

Assistant visiting and clinical assistant visiting required to attend clinic regularly, 
and for full scheduled time in accordance with current schedules. House officer (senior 
oral surgical intern) and interns subordinate to visiting staff and clinical assistants. 

2. EXAMINATIONS AND DIAGNOSIS. Preliminary examination and diagnosis of ward 
patients made by house officer. Findings, diagnosis, and recommendations approved 
by visiting men scheduled on service at hospital before treatment instituted, particularly 
for cases referred for focal infection study. Recommendations on such cases approved by 
responsible physician on service to which such patients are admitted before any oral 
surgical procedure instituted. Visiting clinicians supervise work of interns in out-patient 
dispensary; interns responsible for diagnosis and operations performed without knowledge 
and consent of associate or assistant clinicians. House officer called to see all unusual and 
interesting cases, and cases presenting difficulty in diagnosis; reports all such cases to 
Director. 

All prenatal patients receive special mouth examinations. All pulpless and infected 
teeth removed, and periodontal disease treated subject to approval cf Director of Ob- 
stetrics. These patients referred back to out-patient dispensary for special treatment in 
periodontia and for temporary filling, on days specially designated. Oral hygiene.— 
All preoperative surgical patients examined, and special oral prophylaxis instituted in 
accordance with routine treatment established by supervisor of oral hygiene. 

Fractures. Clinical diagnosis of fractures of maxillae confirmed by roentgenological 
examination. In suspected fractures of mandible, both right and /eft lateral plates and 
anterio-posterior view required. Wassermann test on all fracture cases. Consultation 
with Department of Surgery requested in all cases in which other traumatic injury sus- 
pected. Treatment not instituted before consulting Department of Surgery (or other 
departments, if advisable) for cases with fractures of skull, or in shock or other serious 
condition. 

Focal infection. Before diagnosis written on chart, complete dental roentgenological 
examination made of all patients referred for diagnosis or study of oral focal infection. 
Cultures taken of all removed pulpless teeth in these cases. 

Diagnosis of Vincent's infection confirmed by microscopic examination for spirochete 
of Vincent and fusiform bacilli. All pathological specimens sent to laboratory for diagnosis. 
Out-patients presenting oral manifestations of systemic disease, i.e., lues, tuberculosis, etc., 
reported to senior oral surgical intern, and referred to proper department for general 
treatment. Director notified of all cases presenting lesions suspicious of malignant disease. 

3. PREOPERATIVE REQUIREMENTS (ADMITTED PATIENTS). Director notified of all 
admissions on day of admission, and no operation performed in operating room without 
his knowledge and consent. Following general preoperative requirements fulfilled for all 
patients before operation in operating room: (a) usual hospital forms completed (consent 
for operation, etc.); (b) roentgenological examination; (c) history (by senior oral surgical 
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intern); (d) physical examination (repeated on day of operation); (e) full and differential 
blood count; (f) urinalysis and blood chemistry when indicated; (g) provisional diagnosis; 
(4) no nourishment taken for three hours before operation; (i) enema; (j) premedication 
(as may be indicated): morphine sulphate gr. 4, atropine sulphate gr. rév; (&) skin 
surface preparation, shave where necessary, scrub with green soap. Special preoperative 
routine for infants with cleft lip and cleft palate;* admission at least three or four days before 
operation recommended so child becomes accustomed to surroundings, and for complete 
clinical study. Child should be kept in bed until operation. 

Following examinations required for all plastic cases: Hematology—red blood-cell 
count, hemoglobin, blood coagulation-time, bleeding time, white blood-cell count and 
differential count of white cells, Wassermann and Kahn tests, and CO, combining power of 
blood plasma. Urinalysis—complete. Physical examination—routine physical examina- 
tion, especially chest, heart and lungs, mouth, nose, throat, ears, on admission and repeated 
on day of operation; roentgenological examination for enlarged thymus; weight recorded 
daily; temperature, pulse, respiration. 

Feeding. Consultation with pediatrician. Force fluids with plenty of orange juice. 
Fluids given q.2 h. during day; q.4h. during night. Strict mouth hygiene—sterile saline 
mouth irrigations p.r.n., and brushing of teeth. Calculus, and carious and diseased teeth, 
removed, and periodontal disease treated. In older children diseased tonsils and adenoids 
removed, and pharynx and nasal passages treated. 

Anti-acidosis treatment. (a) For children five years or over, one dram sodium bicar- 
bonate in three ounces of water, in six doses of $ ounce q.2 h.; last, four hours before opera- 
tion. (5) Allinfants given $ dram of sodium bicarbonate, dosage being regulated according 
to size and age. (c) Force fluids with 5 percent glucose for all patients twenty-four 
hours before operation. (d) All babies, under one year, receive 100-200 cc. of Ringer 
solution or saline solution, subcutaneously, immediately before operation. High s.s. 
enema on morning of operation. Narcotic and atropine ——Dosage according to age of 
patient, immediately before transfer to operating room. Ali patients put in semi-Fowler’s 
position on admission; accustoms children to position in which held after operation, to 
prevent possible middle-ear infection. 

4. ANESTHESIA. Physical examination of heart and lungs preoperative requirement 
for all patients in general anesthesia. Nitrous-oxide-oxygen only general anesthetic 
administered in out-patient dispensary or in hospital dispensary. Ethyl chloride and ether 
not used in dispensary. Patients requiring anesthetics other than nitrous-oxide-oxygen 
admitted to hospital. General anesthesia not administered to female patients in dis- 
pensary unless nurse in attendance; not administered by oral surgical interns unless member 
of visiting staff in attendance. Selected anesthetic always one best suited for individual 
case, all factors considered. 

Children under fourteen given nitrous-oxide-oxygen, unless otherwise contraindicated. 
Children under six given ether, unless otherwise contraindicated, and admitted to hospital. 
Prenatal cases given weak solution of procaine (with minimum of adrenalin) unless other- 
wise contraindicated. Nitrous-oxide-oxygen or other general anesthetic not administered 
to prenatal patients without approval of member of visiting staff of Department of Ob- 
stetrics. Patients having advanced cardio-vascular-renal disease, hyperthyroidism, dia- 
betes, tuberculosis, malignant disease, or other condition of marked cachexia, given special 





% Modified from Lyons: Chapter XLII, cleft lip and cleft palate—Mead, Sterling V.: 
Oral surgery; C. V. Mosby Company, St. Louis, 1934. 
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consideration in selection of anesthetics. Local anesthesia procedure of choice unless 
specially contraindicated; must not be used in areas of acute infection. 

5. Operations. External incisions for drainage done only in operating room; neither 
in out-patient dispensary nor hospital dispensary. Operating room used for all oral surgery 
excepting routine dental surgery; latter in dispensary. No major oral surgery, maxillo- 
facial, or oral plastic surgery performed without knowledge and consent of Director. All 
cases of neoplastic disease reported to Director before operation; no surgical treatment of 
malignant disease of mouth or face by any staff member. Oral surgical interns perform no 
operations under general anesthesia; do not use operating room unless one of visiting staff 
in attendance. All pulpless teeth, teeth having hopelessly exposed pulps, and teeth so 
carious that treatment would involve pulp, removed for all patients having clinical evidence 
of secondary lesions of focal infection. Only one tooth removed at first operation in 
patients having oral foci of infection and manifestations of existing secondary lesions prob- 
ably due to oral foci. Subsequent operations graded according to patient’s reaction. 
More than six teeth not removed at one operation unless otherwise specially indicated. 

6. POSTOPERATIVECARE. After removal of teeth, light curettage of sockets, if indicated. 
Sockets irrigated with normal saline, and dressed with iodoform gauze for twenty-four 
hours. Additional postoperative care instituted, if necessary. After operation, out- 
patients advised to return to clinic following day, for inspection and subsequent dressing, 
if necessary. Postoperative dressings of major oral surgical cases by clinician who per- 
formed original operation. Special postoperative management of infants, cleft lip or 
cleft palate, include following * 

Fluids with 5 percent glucose forced on all, soonastolerated. Patient kept well covered 
and warm on return from operating room—kept in blankets; not removed before recovery 
from anesthetic. (Each child, before going to operating room, dressed in shirt, stockings, 
diaper, and gown with cuffs; not disturbed after operation.) Formulas started two to six 
hours postoperative; all feedings charted. Older children: sterile milk, glucose, orange 
juice, or water. No cocoa for postoperative patients unless on soft diet. Fluids forced 
q.2 h, day and night, during convalescence. All treatments started soon as patient reacts. 
All patients kept in semi-Fowler’s position; receive oral irrigations ~.r.n. until discharged. 

All ward cases seen by intern, day of operation, before going off-duty. General post- 
operative orders written in order book. Routine orders: application of ice, warm saline 
mouthwash, soft diet, watch for hemorrhage, and others as indicated. Special postopera- 
tive orders, e.g., warm wet external dressings (MgSQ,), sedatives or narcotics, hypodermo- 
clysis or stimulation, not given by intern, except in emergency, without consent of 
Attending Oral Surgeon. Full and differential blood count on first, third, and fifth day, 
postoperative routine for all cases of acute infection (cellulitis). No drug prescribed 
without full information on physiological action and lethal dose. In doubtful cases, co- 
operation with resident physician or surgeon essential. 

7. DISCHARGE OF PATIENTS. Ward patients not discharged from oral surgical service 
without knowledge or consent of Director. 


B. GENERAL INFORMATION AND REGULATIONS ON DUTIES OF INTERNS 


1. GENERAL INFORMATION—RULES AND REGULATIONS. Oral surgical interns learn 
these rules and regulations, and general “rules for house staff,” and abide by all rules and 
regulations that apply to oral surgical service. Oral surgical interns responsible to Direc- 
tor of Oral Surgery, Intern Committee, and Chief Resident, for performance of all assigned 
duties. Three oral surgical interns appointed to serve one year. Term of service starts 
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July 1; terminates June 30. Excepting extreme emergency, members of intern staff 
not granted leave of absence; no vacations. When leave of absence necessary, application 
requires approval by Director of Oral Surgery and Intern Committee. Each oral surgical 
intern serves as house officer (senior oral surgical intern) for four months: Intern A, 
July 1 to October 31, intern B meanwhile learns special duties of senior intern; also “second 
oncall.” Intern B, November 1 to February 28, intern C meanwhile learns special duties 
of oral surgical intern; also “second on call.” Intern C, March 1 to June 30. Special 
duties of house officer: in Section 3, additional to general duties of interns, in Section 2. 

Out-patient dispensary hours: 9 A.M. until noon, Monday to Friday (inclusive). 
Oral surgical interns on service in out-patient dispensary in accordance with current sched- 
ule. During hours off-duty, all interns not away from hospital at same time. Smoking 
prohibited in dispensary, wards, and portions of hospital where interns on active dutys 
Interns attend all meetings of Department of Oral Surgery, oral surgical conferences, 
rounds, and follow-up clinics; also encouraged to attend all hospital meetings open to 
house staff. 

2. GENERAL DUTIES OF INTERNS. Oral surgical interns attend, daily, out-patient 
dispensary or dispensary at hospital, for full scheduled time; subordinate to visiting staff. 
Interns treat patients in dispensary—hospital patients, only under supervision of visit- 
ing staff. Interns do not visit or treat ward patients unless house officer notified. All 
matters in oral surgery presented to Director of Oral Surgery through house officer— 
senior intern on oral surgical service. House officer and oral surgical interns administer 
general anesthetics only under supervision of member of visiting staff. 

3. SPECIAL DUTIES OF HOUSE OFFICER (ORAL SURGICAL INTERN). House officer respon- 
sible for all ward cases—those admitted to ward from oral surgical clinic, or referred to 
Department of Oral Surgery from other services. Duties of house officer arise from (a) 
oral surgical service and (b) medico-dental relations from wards. 

Oral surgical service. House officer: (a) surgical intern for all oral surgical cases admit- 
ted to wards; (5) senior intern in dispensary during oral surgical clinics; (c) scheduled in 
operating room for removal of teeth at time of tonsillectomy operations; (d) familiar with 
all oral surgical work in clinic; (e) notifies Director of Oral Surgery of all interesting, un- 
usual, or serious cases; (f) notifies Director of all untoward sequelae of operations, viz., 
accidents, difficult cases, etc.; (g) responsible for weekly follow-up clinics on Saturdays at 
2 P.M., and for monthly clinical conferences, bringing in all interesting cases for follow-up 
observation, and presenting complete case histories and other desirable exhibits; (4) 
responsible for chronological follow-up file; (¢) responsible for special history records in 
research work in oral surgical and focal infection studies; (j) responsible for admissions, of 
patients requiring hospitalization, to oral surgical service—personally examines all patients 
before admission, and notifies Director of Oral Surgery of admissions to ward service; 
(&) responsible for history of all admitted patients, and codperates with resident surgeon 
for physical examinations; (/) first assistant in operating room for all oral surgical opera- 
tions; (m) responsible for preoperative requirements (Section 3, above) and, under direction 
of visiting staff, for postoperative dressings and treatment; (m) responsible for care of all 
ward cases, and remains in house while any seriously ill patient is on his service; (0) 
responsible for immediate notification of Director of Oral Surgery and Chief Resident 
Surgeon about any patient who suddenly develops grave symptoms; () responsive to call 
for house officer to see patient, and visits patient; does not prescribe without seeing patient; 
(gq) responsible for immediate notification of Director of Oral Surgery and Chief Resident 
Surgeon of death of patients; (r) ready to interview (with Chief Resident) relatives of 
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deceased oral surgical ward patients, and makes special effort to secure consent for autopsy 
—special form for consent properly filled in and witnessed; (s) responsible for hospital 
record (bedside record) of all ward cases and, before discharge of patient, sees that history, 
progress notes, and all final information properly filled in; (#) makes rounds and, before 
going off-duty, informs intern “second on call’ of condition of all active cases. 

Medico-dental relations. House officer (a) responsible for all ward cases referred to oral 
surgical service for consultation or treatment; (b) learns diagnosis and condition of all such 
cases; (c) notifies Director of Oral Surgery of all requests for consultations; (d) institutes 
treatment for such cases, only under instruction of Director, either at bedside in ward or in 
dispensary, after recommendations for treatment approved by medical or surgical service; 
(e) knows attending physicians and surgeons, residents, and interns on service, and works 
in close codperation with surgical and medical services; (f) familiarizes intern “second on 
call” (and who succeeds him during following four-month service) with all duties and 
technical requirements of service; (g) calls upon intern “second on call” for assistance in 
performance of any of above duties. Oral surgical intern not scheduled to attend out- 
patient dispensary during term as house officer. 


Cc. FORMULARY 


Acidium aceticum glaciale, 50% 

Acidium chromicum, 7% 

Acidium sulphuricum aromaticum, 50% 

Acri violet, 1% 

Adrenalin (epinephrin) 

Aethylis chloridum 

Alcohol, 95% 

Ammonia: Aqua ammoniae fortior, 28%; 
Spiritus ammoniae aromaticus 

Amylis nitris (amp.) 

Argenti nitras, 5% and 10% 

Argyrol, 20% 

Arsphenamine (7%, in glucose) 

Benzinum 

Benzoinum: Tinctura benzoini composita 

Bismuthi subnitras 

Bone wax (parts): oleum olivae, 8; cera 
flava, 28; thymolis iodidum (dithymoldi- 
iodide) or iodoformum, 4; paraffinum, 4 

Caffeinae sodio-benzoas (amp.) 

Camphora (in oil) 

Codeine, gr. } and gr. 4 

Collodium 

Coramine (ciba), amp. 1.5 cc. 

Cupri sulphas anhydrous (powd.) and 20% 

Ether 


Ethylaminobenzoate: U. S. P. 

Eugenol, 30% 

Glycerinum 

Glycerite of iodine and zinc iodide sol. 
(%): zinci iodium, 8; iodi (crys.), 10; 
glycerinum, 55; aqua q. s. ad., 100 

Glycerylis nitras, gr. 1/100 

Hydrargyri chloridum corrosivum 

Hydrogenii dioxidum 

Iodi tinctura, 7%; and 1.25% in isopropyl 
alcohol 

Iodoformum (gauze, 5%; 4” and }” width) 

Liq. antisepticus 

Liq. sodii boratis compositas (N. F.) 

Oleum caryophlii 

Petrolatum album 

Petrolatum liquidum 

Procaine, 2% 

Phenol 

Potassii permanganas (crys.) 

Sodii perboras 

Sodii bicarbonas 

Strychninae sulphas, gr. 1/30 and gr. 1/60 

Unguentum hydrargyri, U. S. P. 

Zinci chloridum, 8% 
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D. RECORDS 
I. Outline for special clinical study of fractures of maxillae 
Date 
Name Serial No. 
Address L. S. No. 
Age Path. No. 
Occupation O. P. D. 
Dr. House 
A. General history 
B. Clinical history and record: 
Date of injury 
Interval of neglect 
Mode of injury 
Other traumatic injury 
Unconsciousness 
Alcoholism 
Point of violence 
Location of fractures and direction of line of fracture 
Teeth in line of fracture 
Removal of teeth in line of fracture 
Classification of fracture: 
Single (unilateral)— 
Simple or compound 
Comminuted 
Gun-shot, pathological, surgical 
Fracture of [region of] maxilla or mandible 
Double (multiple)— 
Unilateral or bilateral 
Simple and/or compound 
Comminuted 
Gun-shot, pathological, surgical 
Fracture of [region of] maxilla or mandible 
Displacement: vertical and horizontal displacements of long and short fragments. In- 
dicate anatomical reasons for such displacements 
Wassermann 
Surgical treatment (mode of fixation) splints or intermaxillary wiring 
Diagram of position and technic of wiring 
Medical treatment 
Progress notes 
Complications: infection, etc., and treatment. Time (period of days post-traumatic) 
before development of acute infection. (If infection develops, fill in also “cellulitis 
form”’) 
Sequestration: number of days before sequestrum is removed 
Duration of fixation 
Hospitalization Why Number of days 
Occupation discontinued 
Income discontinued 
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Weight variation Initial Subsequent Weekly 
Special diet 

Result Anatomical Functional Esthetic 
Remarks 

Follow-up notes 


IT. Outline for special clinical study of facial cellulitis 


Date 
Serial No. 
L. S. No. 
Path. No. 
O. P. D. 
House 


B. Clinical history and record: 

Etiology: if from tooth, name tooth 

Mode of onset: if postoperative, how long after removal of tooth; was infection primary 
or postoperative secondary; what anesthetic was used; ampule? 

Interval of neglect 

Clinical resistance of patient to infection: preoperative. Note also fatigue index 

Region and extent: anatomical region. Extent expressed in cm. 

Clinical appearance: describe clinical appearance differentiating edema, induration, etc. 
If there is localization, mention exact position, and extent of area of fluctuation and 
region in which there is pitting on pressure 

X-ray appearance 

Diagnosis 

Operation: copy record of operation. Exact position and length of incision, technic 
used, tubes, drains, etc. 

Findings: whether pus was found and at what depth (superficial or deep), character of 
pus, amount of pus (drachms); pressure, odor, size of abscess cavity, bone involvement 

Culture (aerobic and anerobic) : smear for Vincent’s infection 

Temperature: copy of graphic chart 

Hematology: full and differential W. B. C., pre-op., 1st, 3d and 5th day post-op. 

Treatment (surgical): dressings internal and external (wet or dry) 

Treatment (medical): R for pain, fever, etc. 

Progress notes: postoperative clinical reaction; (a) acute exacerbation, (b) slow resolu- 
tion and convalescence, (c) rapid improvement 

Complications 

Duration of treatment: number of days before tubes or dressings removed; number of 
days hospitalized 

Result 

Remarks (discussion and comment): was operation performed at proper time, patho- 
logically and surgically; was incision made too early, or operation delayed? Influence 
of these factors upon course of recovery. Errors in diagnosis, judgment or procedure. 

Follow-up notes 
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III. Monthly report 


Oral surgery 


Alveolectomy 
Apicoectomy 
Cellulitis 
Cyst 
Diseases of mouth: 
Fuso-spirochetal infection 
Other conditions 
Dislocation 
Facial paralysis 
Foreign body 
Fractures: 
Maxilla 
Mandible 
Other bones of face 
Hemorrhage 
Incision and drainage 
Maxillary sinus infection 
Neoplasm 
Neuralgia 
Osteomyelitis (necrosis) 
Plastic surgery 
Ranula 
Sialolithiasis 
Teeth removed 
Teeth removed (impacted teeth) 
Traumatic surgery (other than fractures) 
Anesthesia: 
Local anesthesia (cases) 
General anesthesia (cases)— 
Nitrous-oxide-oxygen 
Ether (operating room) 
Roentgenography: 
Dental x-ray series (patients) 
Dental x-ray films (not included above) 
Lateral plates 
Bacteriological examination: 
Smears 
Cultures 
Cases done in operating room (diagnosis 
and date) 
Consultations from wards 
Summary: 


New patients 
Revisits (postoperative treatments) 
Total patients treated (surgery) 


Periodontia 
Routine oral hygiene treatment 
Special periodontal treatment; preoperative 
surgical patients 
Incident of postoperative pneumonia 
Summary: 
New patients 
Revisits (treatments) 
Total patients treated (periodontia) 


Operative dentistry 
Fillings: 


Summary: 

New patients— 
Prenatal 
Children 
Others 

Revisits 

Total patients treated (operative den- 
tistry) 

Prosthetic dentistry 


Complete maxillary and mandibular den- 
tures 
Partial dentures 
Repair of broken dentures 
Summary: 
New patients 
Revisits 
Total patients treated (prosthetic den- 
tistry) 
Complete summary: 
New patients— 
Surgical 
Periodontal 





37 On this form are inserted the corresponding number of cases. 
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Operative dentistry Periodontal 
Prosthetic dentistry Operative dentistry 
Total Prosthetic dentistry 
Revisits— Total 
Surgical Grand total: patients treated 
IV. Oral pathology consultation chart 
ine eneananes HospIiraL 


Oral SURGERY 
Orat PATHOLOGY CONSULTATION CHART 


Name Case No. Ward Date 
Clinical examination 

Periodontal infection: 
Salivary calculus Dental caries 
Gingivitis Retained roots 
Periodontoclasia Unerupted teeth 
Fuso-spirochetal infection Fistulae 

Other primary or secondary lesions of mouth 


Roentgenogra phic examination 
Periodontal infection: 
Subgingival pockets of infection 
Alveolar absorption 
Periapical infection: 
pless teeth 
Chronic rarefying ostcitis 


Cyst 
Retained roots Impacted teeth 
Other pathology 


not 
Oral condition probably aggravating factor in patient’s general condition 
etiological 


4z20-32 
qnanar 





Other recommendations 
Examination and recommendations by 
Rec dations approved by Attending physician 
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PROGRESSIVE TREATMENT NOTES™ 




















Date Cuatin end Pathological condition Exacerbation Culture 
(Wide space in original) 
Remarks 
(Wide space in original) 
All oral foci{ were ast iminated when patient was discharged from this department 
Treatment started Treatment completed 
Discharged from this department by 
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MEDICO-DENTAL RELATIONSHIPS! 


WILLIAM J. GIES, F.A.C.D. 
School of Medicine, Columbia University, New York City 


Your official program bears this inscription: “The object of this 
meeting is to call attention of the members of both [medical and 


1 The general portions of a discussion of a “report on a questionnaire sent to medica ] 
and dental colleges in the United States and Canada to determine the extent of under- 
graduate and postgraduate medico-dental teaching,” at the “Medical Dental Convention 
arranged by the Joint Committee of the Organized Medical and Dental Professions of 
the City of New York,” Hotel Pennsylvania, Dec. 3, 1934. A modified form of this dis- 
cussion was included in an anonymous general report in the NV. Y. State Jl. of Med. (1935, 
35, 136-39; Feb. 1). The present author did not receive a printer’s proof of any of his 
portion, and was unable to correct its many typographical errors. These are illustrated 
by two changes in the following quotation, the typographical errors being indicated by 
the bracketed words, which were substituted for the correct words preceding them: 
“Antagonism between medicine and dentistry cannot be explained [“planned’’] on any 
basis of public interest or advantage and has no justification in any sentiments that are 
worthy of respect, for both [“the”] professions are agencies for health service and cannot 
render it faithfully on any other conditions than those of earnest and effective codpera- 
tion.” One wonders why some editors seem to believe that garbled statements are 
better than none. 
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dental] professions to the close relationship existing between systemic 
and dental diseases, and to stimulate more interest and greater co- 
operation between the practitioners in the care of their patients, to 
the end that the public shall receive better service.” It is a great 
personal pleasure to participate in the program of a meeting having 
these worthy aims. Since 1909, I have been actively endeavoring, 
although neither a physician nor a dentist, to promote these important 
purposes. In the course of my personal efforts, certain unfavorable 
conditions so often became obtrusive that, in a published report to the 
Carnegie Foundation ten years ago, I commented in part as follows: 
“Antagonism between medicine and dentistry cannot be explained on 
any basis of public interest or advantage and has no justification in 
any sentiments that are worthy of respect, for both professions are 
agencies for health service and cannot render it faithfully on any other 
conditions than those of earnest and effective codperation.” This 
was true then; it is true now. 

Lack of codperation between the two professions has been due chiefly 
to the attitude of physicians, who have traditionally regarded dentists 
as very deficient in current medical knowledge, as lacking in medical 
wisdom, and as having little medical responsibility, and therefore as 
being outside of the circle to which only those who have the M.D. 
degree may be admitted. Snobbery and complacence of individual 
practitioners have also been factors. Fortunately, indifference 
among physicians to dental service is diminishing. Higher levels of 
general education, and a more accurate perspective in social and 
health-service responsibilities, in both professions, are bringing 
humility to the aid of common sense and decency in all evaluations of 
personal and professional competence and relationships. But real 
obstacles to ready codperation between the two professions remain. 
Some of the difficulties that must be surmounted, before serene and 
effective mutual helpfulness between physicians and dentists can be 
brought about, as a routine codrdination, are these—summarized in 
four groups: 

1. The medical profession has not yet been convinced, either by the 
findings of dentists or others, that diseases arising in or about the 
teeth are often causative of disorders elsewhere in the body. Dr. 
Rosenow, who will address you tonight, and who for about twenty 
years has been publishing results of important research on focal 














250 WILLIAM J. GIES 


infection, will probably indicate why the medical profession remains 
indifferent or, in general, unconvinced.* 

2. Many physicians, doubting that there is more than casual, 
occasional, or superficial influence of dental disorders on systemic 
conditions, have concluded that nearly all such consequences (if 
important systemically) disappear or are remedied when or after 
the dental or oral causes are eliminated. These physicians feel that 
there is little for them to be concerned about in any but exceptional 
cases because, in their view, nearly all diseases of dental origin are 
removed from medical responsibility by the service of the following 
five types of dental practice: orthodontia corrects malpositions of 
the teeth and deformities of the jaws; operative dentistry successfully 
treats the generality of dental disorders; periodontia attends to the 
circumdental exigencies; oral surgery meets the medico-dental emer- 
gencies; and prosthetics accomplishes the necessary replacements. 
Very few physicians claim to be able to perform, or to advise the 
conduct of, any of this dental service excepting some phases of oral 
surgery. 

3. The traditional unconcern among physicians regarding disorders 
of the teeth and jaws is due largely, if not mainly, to active interest in 
the dynamic, complicated, and exigent qualities of many diseases in 
other parts of the body. To the physician, most cases of dental disease 
are relatively static and usually do not require immediate attention, 
these conditions tending to subordinate oral disorders to many others 
in his perspective. Consider, in this connection, the main reasons 
why the teeth are the only parts of the body that have been singled 
out as a separate domain of expert remedial practice, which, chiefly on 
account of mechanical technology, may not be formally conducted 
legally by a physician or any one else not educated and specially 
licensed to do so: (a) Teeth are almost wholly devoid of capacity for 
peripheral self-repair, which emphasizes the paramount importance of 
measures for the prevention of dental disorders, especially in children. 
(b) The protective enamel, after injury, does not heal; after removal, 
is not restored. (c) The most prevalent dental disorders are usually 
not curable with drugs; but once under way can, as a rule, be remedied 
or repaired solely by mechanical means. (d) All the teeth can be 
removed without serious effect on the functions of the jaws or on the 


2 Rosenow: J. Den. Res., 1935, 15,123. Dr. Rosenow did not allude to this partic- 
ular phase of the subject. 
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welfare of the body, so far as the removal itself is concerned; for, (e) 
unlike the many organs of vital chemical codrdination, the teeth 
secrete nothing having any functional value elsewhere in the body. 
(f) Sanitary substitutes for natural teeth, or for parts of a tooth, can 
be mechanically adapted esthetically for comfortable and effective 
maintenance of all the dental and vocal functions. The circumstances 
just stated (a-f) show a concurrence, in the teeth, of these biological 
conditions: (a, b) relative incapacity for self-repair, (c) relative in- 
curability by medicinal treatment, (d) ready recovery from effects of 
total loss, (e) non-participation in systemic chemical coédrdinations, 
and (f) esthetic and mechanical sufficiency of functional restorations 
attainable by artificial replacements. This conjunction of conditions, 
which does not occur in any other part of the body containing blood 
and nerves, accounts in part for the traditional unconcern among 
physicians regarding dental disorders, and has justified the develop- 
ment and maintenance of dentistry as a separately organized profession. 

4. The conditions just indicated (group 3) give to dental service— 
in its important relation to the maintenance of health and comfort, 
to the amelioration of mechanical and functional disabilities, and to 
esthetic requirements—a quality that, in the interest of the patient, 
demands special training, understanding, and proficiency, which can- 
not be included either in medical education or in medical practice. 
Doctors of medicine who do not recognize this important fact, and who 
do not accord to dentists the professional credit their status and health 
service deserve, are seriously at fault from every consideration of 
medical responsibility. The patient needs oral health-service, even 
when his dental disorders are not as serious or as urgent as some other 
ailments. The physician has not been educated to give the needed 
dental service. But the physician owes to the dentist—who has not 
been educated for the systemic function—that degree of fraternal 
helpfulness which all licensed and ethical servants of the public health 
should cheerfully, fairly, and responsibly accord to one another. 
The welfare of the patient presents the paramount obligation, and 
points out the essential consideration, in interprofessional relationships. 
Let us hope that the realities of the patient’s needs, the requirements of 
effective service in the patient’s behalf, and the opportunities and 
responsibilities of licensed health-servants to help the patient, will 
bring physicians and dentists together, in the patient’s interest, when- 
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ever either practitioner needs the aid of the other in common effort 
to this end. 
[ Detailed discussion of the data in the report on the questionnaire, 
which followed, is omitted here.*] 

Very recently I received, from a student of medico-dental relation- 
ships, a manuscript containing the following sentence: “The academic 
intercourse between the dental and medical schools [in the U. S.] is 
still in most places casual, superficial, and insincere.” This con- 
clusion agrees with the obvious facts in the situation. I urge you to 
face realities, and to increase your endeavors actively to stimulate 
further growth of codperation between the two professions. Ques- 
tionnaires regarding what is being done yield instructive responses 
only where constructive activity is in progress. Accord between the 
two professions, although growing, is like many vital processes—the 
reaction needs catalytic acceleration. “The organized medical and 
dental professions of Greater New York’’—under whose auspices this 
convention is being held—should serve as an enzyme to accelerate 
developments. I believe your ferment action, if directed along the 
following four main lines, would soon be productive of distinguished 
results: 

(1) After due study, formulate a statement of the principles and 
conditions which, in your judgment, the faculties of medical and 
dental schools should establish to promote understanding, in medical 
and dental students, of the responsibilities and opportunities of 
physicians and dentists to codperate in behalf of the patient. 

(2) Forward to each medical and dental school, and to the Council 
on Medical Education and the Council on Dental Education, a copy 
of the statement thus formulated. With that statement send two 
requests: one asking for reasons, if any, why the proposed plan could 
not be made operative; another asking for suggestions of improvement 
in the plan. 

* The omitted portion included quotations and comment, such as the following, relat- 
ing to responses from medical schools: “Tulane University, Medical School.—‘The dental 
instruction that is available and the dental service to patients through the dental pro- 
fession [in New Orleans there is a dental school in Loyola Univerity] are entirely too in- 
ferior to warrant more time in the [medical] curriculum [now admittedly inadequate as 
to dentistry], nor more effort to utilize dental teaching at the present time.’” [The 


outcome of the Carnegie Foundation’s study of dental education (1921-26) induced 
Tulane University to decide, in 1926, to discontinue its Class B dental school.]} 
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(3) Send, to each of the schools and councils, copies of the replies to 
these two requests. 

(4) Meanwhile, and as a closely related supplementary endeavor, 
compile a clear and factual statement of the efforts actually being 
made—and the ensuing results—in some of the leading medico-dental 
centers to promote knowledge and understanding, among medical 
and dental students, of the mutual obligations of physicians and 
dentists in practice and codperation. Send copies of this compilation 
to each of the schools and councils. In this effort, medico-dental 
conditions at the following illustrative universities—as ascertained 
directly by or for you—would be particularly instructive and useful, 
either positively or negatively: California, .Chicago, Columbia, 
Cornell, Harvard, Johns Hopkins, Michigan, Northwestern, Oregon, 
Pennsylvania, Rochester, Tulane, Washington, Western Reserve, 
Yale. 
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I. WHat DENTAL SERVICE May CONTRIBUTE TO CHILD HEALTH 


ALFRED WALKER, D.D.S., F.A.C.D. 
New York City 

If a paper having the above title had been presented twenty-five 
years ago it would probably have received scant attention, because at 
that time little was known and little was suspected of the relationship 
between teeth and health. The early workers in the oral-hygiene field, 
of whom at that time Ebersole was outstanding, were groping in the 
dark trying to substantiate their beliefs on this subject. The projec- 
tion of the idea of focal infection into the picture, by William Hunter, 
changed all this. The change was an evolutionary one, the end of 
which is yet to be seen. The dental profession was caught unawares 


1 Symposium at a meeting of the New York Section of the American College of Dentists, 
City Club of New York, May 3, 1935, 





254 ALFRED WALKER 


by Hunter’s pronouncement and had a much more difficult time read- 
justing itself than did medicine. Fortunately for medical progress, 
the medical profession was already in possession of both diagnostic and 
research tools with which to begin work on this new development in 
the health field. Dentistry on the other hand had few facilities with 
which to meet this new situation. The dental profession was not 
prepared to carry on bacteriologic or histologic studies, nor even to 
evaluate the results of reports in these fields. Although medicine 
was in a position to acquire funds for the ensuing necessary studies, 
dentistry could not secure such needed financial assistance. 

At first medicine attempted to do the whole job, including dental 
diagnosis and subseqfient recommendations. Finding that this did 
not give particularly happy results, the medical profession turned the 
dental part of the focal-infection problem back to the dentists, but 
made no appreciable attempt to help in its solution. Mention should, 
however, be made of the splendid work in this field at the Mayo Clinic 
and one or two other institutions of similar type. Throughout the 
years that have followed the efforts of Hunter to bring out the relation- 
ship between oral foci of infection and systemic disease, compara- 
tively little attention has been given to the subject of focal infection 
in children. Much has been taken for granted, but the field is one that 
needs intensive study. Enough is known, however, to make it clear 
that oral focal-infection is a serious menace to the health of any 
child. Therefore the dental profession should do everything in its 
power not only to eliminate infection in the patients the dentist sees, 
but to educate the public to the health significance of this condition, 
so that parents will secure dental service for their children as a health 
measure and not merely for avoidance of pain and of disfigurement. 

It is a deplorable fact that dental service is still generally considered 
as purely reparative service. For this reason it is difficult for the 
dentist to secure the interest of his patients in the health relationships 
of the teeth, and for perhaps the same reason it is difficult for him to get 
parents to provide preventive service for their children. As an in- 
stance of the attitude of the average parent, may I cite the experience 
of the First and Second District Dental Societies in the preschool 
dental-examination drive in November 1934. Concerted efforts were 
made throughout Greater New York—by radio, in the press, and with 
the help of the Boards of Education and Health—to induce parents to 
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take preschool children to dentists’ offices or to dental clinics for free 
examination. Although it was fully explained why such examinations 
were important, the response was so slight as to be most disheartening. 
Parents, when questioned as to why they did not take their children to 
dentists for examination, said that the children were too young; or 
that, having looked into the children’s mouths, the parents found that 
dental care was not needed. Incidentally, it should be said that heads 
of day nurseries to which dentists went to make examinations were well 
aware of the importance of such examinations. The fact remains, 
however, that the public in general thinks of dentists as having to do 
only with repair. It would seem to be “up to the profession” to make 
an impressive demonstration of its real interest in prevention. 

The dental profession finds itself beset by many problems in techni- 
cal procedures and in public relations. While technical problems are 
ever pressing and important, those involved in matters of public 
information also demand serious consideration and suitable action. 
Owing to our neglect of this responsibility, a large proportion of the 
public has grown to think of dental service solely as reparative. Is it 
not an obligation of first importance to break down this erroneous 
opinion, and to point out and emphasize the importance of a broader 
type of dental service—to drive home the fact that early and periodic 
attention will not alone assure greater comfort, better health, less 
expense, and longer life to the teeth, but also provide a degree of pro- 
tection that is impossible where neglect has persisted? These benefits 
are especially attainable for children in whom dental disease has not 
gone beyond the incipient stage. Under such conditions, fillings and 
prophylactic treatment prevent the inception of focal infection in the 
mouth and also definitely protect against future dental diseases and 
their sequelae. In this connection it is interesting to compare what 
dentistry has to offer in a preventive way with that offered by medi- 
cine. In medicine, immunization is practised against such diseases 
as diphtheria, scarlet fever, and small pox. Each disease must be 
treated by its own specific preventive, none of which protects the 
general health of the child. In dentistry we have not only much to 
offer that is preventive for the dentition of the child, but also some- 
thing that extends far beyond the years of childhood—protection 
against dental caries, against malocclusion in adult years, and against 
periodontal disease. Furthermore, early and periodic dental service 
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insures real and lasting beneficial effects on the general health of the 
individual, and also offers protection against the wide variety of focal- 
infection diseases that have often been traced to neglected teeth. The 
pressing demands of routine problems in daily practice cause us to lose 
sight of these important facts, which however, if properly publicized, 
offer a potent means for directing general attention to the most 
valuable type of service dentistry has to offer. 


II. PROCEDURES IN A CHILDREN’S DENTAL CLINIC 


JOHN OPPIE MCCALL, B.A., D.D.S., F.A.A.P., F.A.C.D. 
New York City 


Dentistry for children, as a definite subdivision of dental practice, 
is a relatively new development. This statement is made with the 
thought of defining dentistry for children as the preventive care and 
the operative care of the deciduous teeth. Despite many years of 
agitation in the profession for dental care for children, deciduous teeth 
remain éerra incognita to most dentists. The reasons are not difficult 
to find. First is the attitude of indifference to deciduous teeth, based 
on the fact that they are but temporary. Next is the fact that most 
dentists have preferred to give their attention to dental service for 
adults because this branch of practice has brought higher remunera- 
tion, and small children have been considered unsatisfactory and 
uncodperative patients. Third is a failure to realize the current prev- 
alence of disease of serious proportions in the deciduous dentition in 
children, and its effects on their general health and on the permanent 
dentition. Thanks to the unceasing efforts of a relatively small 
group in the profession, dentistry for children has now been brought 
into the prominence it deserves and, as a consequence, real study of 
disease in deciduous teeth is being carried on. Since dentistry for 
children is a comparatively new field, it will be understood that the 
procedures to be described are advanced without suggestion that they 
represent the last word in any relation. Too little is known about the 
relation of dental caries, especially in deciduous teeth, to invasion of 
the pulp by bacteria—and about the relation of such invasion to body 
health—to warrant dogmatic statements as to the ultimate worth of 
some operative procedures now regarded as acceptable. It is, how- 
ever, my belief that these procedures represent advances over methods 
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of practice heretofore commonly followed, and that they are paving 
the way to development of better methods. The procedures herein 
described are now being followed at the Murry and Leonie Guggenheim 
Dental Clinic. 

The first step, with careful records throughout, is the examination of 
the mouth, including the usual examination of teeth and gums, and of 
the occlusion; also inspection of throat and oral mucosa; and estima- 
tion of general nutritional status from appearance, color, size, etc. 
Not less than two posterior bite-wing roentgenograms are taken for 
each child. The value of this procedure as a routine aid has been so 
abundantly proved in over three years’ experience at the Clinic that 
the x-ray is now considered to be as necessary in dental practice for 
children as for adults. The examination is made in a room devoted 
exclusively to this purpose, and separate from the operative and sur- 
gical departments—conditions that contribute effectively to the crea- 
tion of a desirable mental reaction. Unless the child has toothache, 
or presents other need for immediate treatment, nothing further is done 
at this time. This makes it possible for the child to come to and go 
from the Clinic without having suffered any disagreeable experience. 
Furthermore, he is treated throughout in a way that assures him he is 
among friends. Psychologically this is most important and has much 
to do with his reactions during subsequent visits. 

At the second visit prophylactic treatment is given, unless there is 
greater relative need of operative or surgical treatment. It will be 
noted in this connection that the examination was made and cavities 
charted before the prophylactic treatment, and it may be urged that 
this is an incorrect procedure. It is true that cavities may thus be 
overlooked at the initial examination. But this is taken care of either 
during the prophylactic treament, when additional cavities if found are 
noted on the chart, or during the final examination, which is done 
either by the Supervisor or myself, at the completion of all operative 
and other treatments. I think it may be safely asserted that very few 
cavities escape this triple examination. Roentgenograms are checked 
at this time, either by one of the three dentists in the Diagnostic 
Department, by the Supervisor, or by me. Responsibility for the 
detection of defects or disease of any kind rests, therefore, on the 
judgment of a small group whose attention is specially devoted to this 
part of the work. 
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At the third visit, operative work is started in the average case. 
Surgery, if needed, is postponed until the child is well acquainted with 
the Clinic routine and has had opportunity to learn that he will be 
treated with due consideration. One of the objectives of the Clinic 
is to minimize fear of the dentist in the mind of the child, and to 
develop in him a desire to continue to have necessary dental attention 
after he has reached the upper age-limit of the Clinic, which is fourteen 
years. Pursuant to this same objective, free use is made of local 
anesthesia in cavity preparation. Experience with deciduous teeth 
indicates that, as a rule, they are comparatively insensitive to cutting 
operations. For this reason, anesthesia is seldom required for these 
teeth. When they are sensitive, however, or if the patient is especially 
apprehensive and nervous, local anesthesia, either infiltration or con- 
duction, is a boon to both patient and operator. The operation is 
performed more accurately and the patient is freed of his fear, and 
almost invariably becomes highly codperative and friendly.” 

Cavity preparation is done with rubber dam in place wherever local 
conditions permit its application. Children do not object to rubber 
dam when it is applied without causing pain. Here too infiltration 
anesthesia is occasionally indicated to avoid pain caused by impinge- 
ment of the clamp on the gum tissue. Cavity preparation in decid- 
uous teeth, especially molars, must be modified from that practised 
on permanent teeth because of the large size of the pulp chamber in 
these teeth as related to the size of the crown. Gingival walls must be 
much narrower on this account and, since this reduces the resistance 
form of the cavity, contouring of the filling must be modified ac- 
cordingly unless metal inlays are used, the latter having much greater 
shearing strength than amalgam. Despite the disadvantage of amal- 
gam just noted, it is invariably used at the Clinic in deciduous as well 
as permanent teeth. Inlays are contraindicated in Clinic practice be- 
cause of the amount of time involved in their construction. Cement 
is highly unsatisfactory; it not only wears rapidly on occlusal surfaces 
and washes out at the gum line on proximal surfaces, but appears to 
give insufficient resistance against masticatory stress. Observation of 
thousands of mouths at the Clinic in which amalgam has been used 
indicates that this material definitely encourages full functional use of 

* Hartman’s desensitizer, introduced since this article was written, is now used where 
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the teeth, with attendant benefits in oral health and cleanliness and in 
natural development of the arches. 

Under no circumstances is any carious dentin left in a cavity. Any 
attempt to sterilize such dentin with silver nitrate, or by placement of 
so-called germicidal cements, is a delusion andasnare. Pulp infection 
and pulp death invariably follow. No tooth is so valuable in the arch 
that its retention with an infected pulp can be countenanced. When 
complete excavation of carious dentin causes a near-exposure of the 
pulp, ammoniacal silver nitrate is applied and is reduced with eugenol. 
If the cavity is first barely moistened with eugenol, undue shock to the 
pulp is avoided. This most satisfactory procedure is intended to 
destroy the bacteria in dentin beyond the point where clinical caries 
has penetrated. It is used not to prevent decay, but to protect the 
pulp from future bacterial invasion. If exposure occurs, but if the 
pulp seems to be in a fairly healthy state, pulpotomy is performed. 
This is being done in both deciduous and permanent molars. The 
tooth is kept under observation as in pulp-canal cases. A final report 
on results cannot be made at this time, but so far they are encouraging. 
Prophylactic odontotomy is practised nearly 100 percent in the per- 
manent molars. Selection is based on form, with special reference to 
steepness of the side walls of sulci, regardless as to whether actual pits 
or fissures can be demonstrated. Food retention at the base of a sul- 
cus is quite as dangerous as lack of enamel-lobe coalescence. 

Permanent anterior teeth having exposed or non-vital pulps are 
given a standard pulp-canal therapy-treatment, and the canals filled 
with gutta-percha. If evidence of periapical infection is found at the 
outset of treatment, the root-filling operation is followed immediately 
with apicoectomy. This is also done where the apical foramen has 
been incompletely formed at the time of pulp death or removal. 
Serious deformity follows loss of permanent anterior teeth during the 
period of active jaw growth; hence, if these teeth are not hopelessly 
infected, every effort is made to preserve them, at least until the jaws 
have fully developed. There is general advocacy, among those de- 
voting themselves to dentistry for children, of placement of space 
maintainers wherever deciduous teeth are lost prematurely or where 
permanent teeth are lost. Experience at the Clinic indicates that this 
is not always necessary in the case of premature loss of deciduous teeth. 
Further study will be required before the need for space maintainers 
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can be predicted in individual cases. When permanent teeth are lost, 
however, it is certain that drifting of the remaining teeth and maloc- 
clusion of appreciable degree always take place. When deciduous 
molars are badly decayed so that mastication on them is painful, or 
when they have been extracted before the first permanent molars 
erupt, the child develops a habit of using the anterior teeth for masti- 
cation. The ensuing excessive use of the mandible in a protruded 
position frequently results in the development of a fixed anterior re- 
lationship, or even a labial version of one or more lower anterior teeth, 
with consequent locking of one or more upper incisors in lingual 
version. This condition may readily be corrected by home exercises, 
using a wooden tongue-blade to induce the desired tooth movement. 
Given adequate codperation by the patient, very satisfactory results 
for tooth movement and development of the maxilla can be obtained. 

Operations in the Oral Surgery Department consist chiefly of ex- 
tractions. About one-third of these are done under general anesthesia 
(chiefly nitrous oxide), novocain anesthesia being employed for the 
remainder. An important minor operation, often required, is the 
removal of a gum flap over a partially erupted permanent molar, this 
operation being performed to permit immediate filling when explora- 
tion has demonstrated the presence of patent pits or fissures. The 
rounding out of the Clinic program consists of tooth-brush instruction, 
which is given to every child, in a room equipped for this purpose. 
Each child has sufficient drills to insure his mastery of an acceptable 
technique. The Fones method is the one usually taught. 

After all needed prophylactic, operative, and surgical treatments 
have been completed, the patient is examined by the Supervisor or 
myself and then dismissed for six months. At the end of that time 
the patient is recalled, examined, and given prophylactic and other 
needed treatments. Additional bite-wing roentgenograms are taken 
at yearly intervals. 


III. Aputt TREATMENT IN A Pay DENTAL-CLINIC 
WALDO H. MORK, D.D.S., F.A.C.D. 
New York City 


For the past few years it has been my privilege to act as supervising 
dentist in a pay dental-clinic where the clientele consists of many more 
adults than children. By “adults” I mean persons over sixteen years 
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of age. I have observed with great interest the adults who have 
presented themselves for treatment. They include persons of almost 
every business and profession: individuals for whom existence has 
always been a hardship; some to whom dentistry was almost an un- 
known luxury; others who have known better times and adequate 
dentistry. Some are sent through charitable institutions; many come 
from department stores and large offices where dental care is not pro- 
vided for employees; others are sent from hospitals where dental opera- 
tions are limited. Few of them have much in common excepting need 
for adequate dentistry at fees they are able to pay. A fee is charged 
for each service and the patient is apprised of it in advance so there can 
be no misunderstanding. All must go through the regular routine as 
set forth in the ‘Clinic Procedure’: (1) A full series of fourteen x-ray 
pictures are taken, after which comes prophylaxis and charting of the 
teeth. A pulp test is made of all teeth and findings are recorded. 
The operator is then prepared to make his diagnosis, which is checked 
by the Supervisor in all excepting the simplest cases of caries. We 
believe that such a check-up assures the patient of our best possible 
service. Synthetic cement and amalgam are used as filling materials. 
Only in rare instances, where indicated, are gold or porcelain restora- 
tions made. 

We feel that patients who come to our clinic are there only until cir- 
cumstances permit them to go to private dentists. Therefore, our 
sole aim is to assist them to preserve their teeth—which, in many 
cases, means restoring them to health generally—and to efface, so far 
as possible, the disfigurement and unsightliness of decayed or lost 
teeth. Special work, such as surgery, orthodontia, pyorrhea treatment 
or root-canal therapy, is referred from the clinic to places where 
special arrangements have been made for approximately the fees that 
would be charged by the clinic for similar work. The reason for this 
is that the clinic is not properly equipped to render service for this 
specialized work. We use rubber dentures (partial and full), and 
lingual and palatal bars with rubber saddles; fixed bridgework, occa- 
sionally; but bridgework with internal attachments is never supplied. 
In this way many people are once more dentally rehabilitated, and 
enabled to secure and hold positions that, in turn, aid them to seek the 
services of private dentists who can supply a much higher type of 
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restorative service than would be possible if the patient had not been 
conditioned to really good dentistry. 

A pay dental-clinic, to fulfill its highest ideals, must be so managed 
that it does not yield financial profit, lest it become a competitor of 
private practitioners. The operators should be on part-time service 
and receive salaries, which must necessarily be modest—on an hourly 
basis—and not equal to the remuneration in private practice, but only 
as an augmentation thereof. Operators who are not highly skilled 
rarely find clinic work to their liking, because slip-shod methods are 
never passed over lightly. All work must stand rigid inspection. 
Supervision is a guiding hand to operators intent upon rendering real 
service to suffering humanity. 

As for eligibility for this dental service: we do not employ a social- 
service worker to investigate our cases, because the additional expense 
of such a trained worker would necessarily have to be passed on to the 
patient, thereby defeating the real purpose of the clinic service. 
Patients who are referred by social agencies, and those coming through 
the personnel department of industrial plants and stores, are easily 
checked as to their earning capacity. In addition, a patient must sign 
a card stating his occupation, employer’s name, address, family income 
per week, and number dependent on income. A person without 
dependents making $25 or less a week, is eligible for our dental service 
and $10 a week is permitted for each dependent. We cannot state 
definitely that every accepted case is worthy, because there is always 
a possibility that despite every precaution some persons may not tell 
the truth, but we believe misrepresentation is rare. Clinic manage- 
ment is simplified by separating the professional and administrative 
departments, and permitting each to set up its own policy without 
interference from the other. Our clinic executive is a layman; the 
professional department is manned by graduate dentists and dental 
hygienists. Clerical workers and dental assistants complete the 
staff. 

The man who originally founded this dental clinic—were he living 
today—would, I believe, gaze in wonderment at the never-ending 
group that actually need, deserve, anc receive a conscientious and 
adequate dental service for a fee commensurate with their earnings. 
I sincerely believe that there are few people who do not derive genuine 
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pleasure and satisfaction from paying, so far as they are able, for 
everything they receive. Therefore, I feel that the private practi- 
tioner would find it to his advantage to applaud the pay dental- 
clinic for adults and codperate in its furtherance, because it affords 
education that finally induces appreciation. Without appreciation 
no profession is assured of anything better than mediocrity. In 
dentistry we need pay dental-clinics and we need the private practi- 
tioner. There is sufficient room for both. In my opinion, there is also 
sufficient room for the free dental-clinic. 


THE TEACHER AND THE NEW CURRICULUM 


LAWRENCE E. VAN KIRK, M. S., D.D.S., F.A.C.D. 
Pittsburgh, Pa. 

The report of the Curriculum Survey Committee of the American 
Association of Dental Schools has recently been placed in the hands 
of dental educators. This report represents the result of a study in- 
tended to suggest changes in the dental curriculum in order to adjust 
the education of the on-coming dentists to new conceptions of the 
responsibility of dentistry as an important branch of health service." 
The relation between dental disease and disturbances of general health 
has been so well established that this dental responsibility in health 
service is now a generally accepted fact.? 

With the exception of the Committee’s recommendations on pre- 
dental education, there has been little criticism of this new course of 
study. This may be due to the excellence of the work of the Survey 
Committee in making the report completely fulfill the requirements 
for the education of the future dentists, or it may be due to lack of 
interest among dental educators in the art of free discussion of educa- 
tional problems. It should also be noted that there is no publication 
devoted to dental education. Until such a journal is established, as 
the Committee recommended, general interest in preparing educa- 
tional comments and criticisms for publication can hardly be expected. 

The new curriculum is here. If its purpose is to be achieved, those 
who undertake to carry it to the student must realize how vital is their 

1A course of study in dentistry: Report of the Curriculum Survey Committee, p. 1. 
American Association of Dental Schools; Chicago, 1935. 

* This was emphasized in a previous article, by the author, on “the changing emphasis,” 
Dental Rays, 1935, 9, 6; Nov. 
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part in adjusting the education of the on-coming dentists. Since the 
curriculum is mew and its emphasis on health service is important, many 
immediate changes in method and material should be expected. Older 
educational methods and materials need careful study and revaluation 
in the light of a new and important emphasis. 

The Carnegie Corporation is financing a study of teaching methods 
by the American Association of Dental Schools. There seems to be 
urgent need for immediate improvement in all phases of dental educa- 
tion, in response to the stimulus of the new curriculum, in order that 
dental teachers may be better prepared to make experimental use of 
the new curriculum until the study on methods is completed. The 
experience of the individual teacher in attempting to effect improve- 
ments would supply invaluable data for the Committee during their 
study of methods. Of the needed adjustments, at least the following 
should be made immediately: 

1, The teacher must understand the philosophy of this new concep- 
tion of dentistry as an important division of health service. 

2. The instruction, from now on, must be vitalized with the force 
which this new philosophy gives to the value of dental service. Knowl- 
edge of scientific facts and technical skill both take on new interest and 
value to the dental student, if they are to be used as a means of render- 
ing this broader type of dental service. 

3. Every teacher should reconstruct the contents of his course in 
order continually to emphasize the new conception. This may mean 
elimination of some material, with addition of new and better data 
that will stimulate interest in health and its relation to dental practice. 

4. Scientific experiments should be undertaken by the individual 
teacher following a study of educational methods, to determine 
whether some of the recent advances in the field of education cannot 
be utilized in his instruction. There seems to be real need for such a 
study by those who teach technical skills. 

5. There must be greater codperation between the teachers of the 
basic sciences and the instructors in the clinical courses. The student 
can never understand the important correlation of these two groups of 
subjects, so essential to the new conception, if the teachers themselves 
fail to understand or demonstrate this relation. This may necessitate 
a sharing of the contents of these courses in inter-departmental con- 
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ferences. All teachers as well as the students would benefit by this 
procedure. 

6. The teacker should strengthen his background in the field of 
education, if possible, by actual work in the school of education of the 
university, or through study of current educational literature. Excel- 
lent courses are offered during summer sessions in the schools of educa- 
tion. Dental teachers could take advantage of this opportunity when 
they are not actively engaged in teaching. However, few if any 
manifest the interest in educational improvement that would prompt 
them to register for these summer courses. 

The criticism of the quality of dental teaching can be answered only 
by some real signs of interest in improvement among dental teachers, 
as suggested above. The advance in one part of an educational 
program—the curriculum—must be paralleled by improvement in all 
the other correlated phases of the program, if real and permanent 
progress is to result. The new curriculum is not enough. It is the 
plan. The methods are being studied and will be improved. The 
essential factor in the final success of the new dental educational pro- 
gram is the teacher. Increases in his interest, his skill, and his knowl- 
edge are the final and most important achievements. Success or 
failure of the entire program is in the hands of the teacher. 


OMICRON KAPPA UPSILON 


ELECTIONS FOR 1935! 
ABRAM HOFFMAN, D.D.S., F.A.C.D., Secretary-treasurer 
Northwestern University Dental School, Chicago, Ill. 


Alpha Chapter: Northwestern University Dental School—Joseph T. 
Andel, Jack Feder, Robert C. Hansen, James M. Martin, Wray S. Monroe, 
Jacob H. Oxman, Harry Parsons, Carl H. Rice, Zenas M. Shafer, Arnold 
E. Stoller, Edwin S. Szmyd. 

Beta Chapter: University of Pittsburgh School of Dentistry—John A. 
Allen, Jr., Adolph L. Bielski, Joseph M. Brodbeck, Dan U. Cameron, 
Herbert T. Cook, Albert C. Franks, George Kulczycki, George G. Liddell, 
Andrew Slatniske. 

Gamma Chapter: Washington University School of Dentistry —William D. 
Curtis, William H. Day, Melton H. Jasper, John T. Hatcher, Percy H. 
Lunn. 

1 The elections for 1934 were published in the J. Amer. Coll. Den., 1934, 1, 146; Oct. 
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Delta Chapter: North Pacific College School of Dentistry.—Fred L. Brewitt, 
Norman H. Classen, Merton A. Colby, Robert D. Johnson, Asher W. Van 
Kirk, Jr., Wendell Naish, Robert D. Read. 

Epsilon Chapter: Creighton University Coilege of Dentistry. —Peter M. 
David, John A. Prochazka, Howard C. Malek, Howard C. Miller, Richard 
E. Weaver. 

Zeta Chapter: University of Southern California College of Dentisiry.— 
A. E. Aull, Jr., J. W. Barthuli, Reuben Clark, H. H. Cutler, Katao Hayashi, 
K. N. Kaneo, E. L. Townsend, W. M. Whitaker. 

Eta Chapter: University of Pennsylvania School of Dentistry.—Merritt D. 
Bixler, Charles H. DuQuesnay, LeRoy M. Ennis, Clarence B. Frankel, 
Herbert C. Linthicum, Charles R. Miller, Jr., Maxwell S. Ross, Archer C. 
Springstead, Wayne L. Steeley, Clinton B. Van Natta, Milton White, Ed- 
ward F. ‘Xiques. 

Theta Chapter: Ohio State University College of Dentisiry—John Bald- 
ridge, Bernard Edward, Kermit Houser, Colby Jackson, James Kreider, 
Marion McCrea, Evan Morgan, William Purcell. 

Kappa Chapter: Medical College of Virginia School of Dentistry.—Moffett 
H. Bowman, T. C. Bradshaw, J. E. John, Arthur P. Little, Richard L. 
Simpson. 

Lambda Chapter: Atlanta-Southern Dental College-—Gordon L. Burnett, 
Inell C. Clark, A. L. Cowart, L. H. Darby, Mounger D. Edwards, John R. 
Fritz, C. C. Fuller, D. Hanson, J. H. Hurdle, H. L. Keith, Sidney I. Kohn, 
George J. London, Paul D. McCormack, Walter T. McFall, M. T. McMil- 
lan, Regnald Maxwell, Glenn E. Meade, Fayssoux P. Palmer, A. M. 
Sellers, C. B. Simmons, David B. Smith, R. E. Spoon, C. M. Wheeler, 
G. O. Wheless, C. A. Yarbrough, C. W. Young. 

Mu Chapter: University of Iowa College of Dentistry.—Roland B. Allender, 
Theodore Ashley, Royal W. Baldwin, Rexford W. Barstow, Vladimur V. 
Bele, Harry G. Bolks, Charles N. Booth, John J. Booth, Herbert B. Brock, 
George Brooks, D. Murto Creighton, William J. Cameron, W. Clyde Davis, 
John C. Davis, Archie L. Dean, Jessie R. DeFord, L. Lester DeYarmon, 
Leo G. Dick, L. C. Dirksen, Harry M. Ehred, Ernest W. Elmen, Arentz J. 
Ericson, Roscoe D. Felman, Leslie M. FitzGerald, Earl H. Ford, C. S. 
Foster, Rupert H. Gillespie, Richard A. Greenwalt, M. D. Gruber, William 
U. Hammer, Albert S. Harper, Edwin W. Harper, Alois Hasek, V. O. 
Hasek, Warren G. Hayes, Samuel F. Heverly, Dave Hemminger, Leroy C. 
Hemsworth, John G. Hildebrand, Olin E. Hoffman, James N. Irwin, 
Leland R. Johnson, Robert J. Johnson, William H. Kenderdine, George P. 
Kier, Walton R. Kinzer, Masao Kubo, W. A. Lanphere, P. P. Laude, L. G. 
Lawyer, M. Irving Lutz, William J. Masson, Alvin L. Miller, B. A. Miller, 
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Carl B. Miller, Rudy E. Minger, George H. Mitchell, Harold E. Mitchell, 
F. L. Moore, Edward L. Moravec, Dede E. Mudgett, W. C. Neaf, Elmer 
H. Nicklies, George Ostrem, Harold H. Ozanne, J. H. Paul, Theron J. Pease, 
C. W. Peterson, Roy W. Remer, John L. Richards, Thomas T. Rider, 
Frederick A. Rose, Joseph F. Schoen, John Scholten, E. A. Schrader, 
Frederick W. Schwin, Charles N. Shane, Roy S. Sommers, Otto J. Sorenson, 
Jay Stewart, Edwin S. Taylor, Raymond D. Temple, Edward T. Tinker, 
R. S. Towne, Charles L. Veach, Leonard E. Van Berg, John S. Voreck, E. L. 
White, John R. Wikeen, Henry M. Willets, Ray O. Williams, Frank B. 
Winery, Willis H. Withee, George L. Wood, C. M. Woodard, Harold S. 
Wright. 

Nu Chapter: University of Louisville School of Dentistry—Philip E. 
Blackerby, O. K. Brown, George B. Diefenbach, J. H. Fullenwider, Julian 
C. Harlowe, Joe J. Johnson, S. W. Mather. 

Xi Chapter: Marquette University College of Dentistry —P. G. Ackerman, 
George C. Adami, A. J. Ahmann, Charles J. Baumann, H. R. Bleier, J. A. 
Bucholtz, J. B. Bucholtz, Earl Doyle, Alton K. Fisher, Lawrence W. Gabert, 
Dan H. Gehl, Lawrence Gilling, R. P. Gingrass, A. W. Henschel, Wallace 
F. Huber, Gilbert V. King, E. H. Knittel, Gerald T. Milliette, W. H. 
Remmel, Leslie T. Reid, Arthur C. Sandner, Ira P. Schofield, Clarence J. 
Speas, D. J. Van Patter, O. M. J. Wehrley, Floyd Wilson. 

Omicron Chapter: Baylor University College of Dentistry —W. E. Bell, 
E. C. Berwick, C. C. Elmore, A. A. Fox, E. W. Gray, Jr., S. Van Wie. 

Pi Chapter: Loyola University (Chicago) College of Dental Surgery.— 
Roland S. Claflin, Charles P. Cosgrove, Layton M. Dochterman, Warren W. 
Eggers, Charles H. Grandstaff, Ben L. Herzberg, Charles Lane, Theodore 
R. Mosetich, Raymond Neubarth, William R. Ondrosek, John A. Rea, 
Joseph S. Rzeszotarski, Francis M. Yager. 

Rho Chapter: Kansas City-Western Dental College—J. F. Burket, F. C. 
Card, R. L. Clark, L. D. Coggins, H. S. Nielsen, J. B. Stevens, W. J. Triplett, 
R. C. Wright. 

Sigma Chapter: University of Illinois College of Dentisiry.—P. O. Boyle, 
M. F. Grunwald, Saul Levy, J. M. Spence. 

Tau Chapter: Loyola University (New Orleans) School of Dentisiry.— 
Hamil Cupero, Alicia Jimenez, Anthony N. Levata, Leopold L. Levy, 
John B. Mula, Donald L. Peterson. 

Upsilon Chapter: Western Reserve University School of Dentisiry.—Arthur 
J. Aufderheide, Frederick J. Beutel, B. Holly Broadbent, Ralph E. Creig, 
DeForest Davis, Norman H. Denner, Carl P. Dietrich, Maurice B. Galvin, 
Conrad C. Gilkison, Duncan K. Hogg, Ralph P. Howarth, Gaylord J. James, 
Stanley L. Kiley, Paul E. Kreinheder, Totten S. Malson, Earl D. Middleton, 
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Justin D. Moir, Einar J. Olsen, Russell E. Ricksecker, Edward I. Robbins, 
Theodore H. Schmidt, Cecil P. Titus, Peter J. Warren. 

Phi Chapter: University of Maryland (Baltimore) College of Dental Sur- 
gery.—Samuel Beckenstein, William B. Costenbader, Kenneth D. Eye, 
Eugene A. Goldberg, John W. Gourley, Timothy O. Heatwole, S. Edmund 
Hoehn, Frederick J. Parmesano, Charles T. Pridgeon, Hansel H. Snider, 
John H. Whitaker. 

Chi Chapter: University of Michigan School of Dentisiry.—Herbert E. 
Bloom, William A. Cook, Dorothy G. Hard, Nicholas Jelles, Jr., Claude S. 
Larned, Llewellyn P. Leigh, Percival C. Lowery, Emory W. Morris, M. 
Webster Prince, John J. Travis. 

Psi Chapter: University of Tennessee College of Dentisiry—James A. 
Fannin, Robert S. Hines, F. W. Meacham, Roger D. Prosser. 

Omega Chapter: New York University College of Dentistry.—Harold Bollt, 
Arnold L. Bremer, David H. Coelho, Harry Fass, Jacob Hurwitz, Joseph B. 
Lenzner, Joseph J. Lichtman, Robert H. Lieberthal, Frederick Raucher, 
Julian M. Rieser, Sidney Ruderman, Jacob L. Schwartz, Harry Strusser, 
David Tanchester, Francis J. Van Loan, Robert Zoble. 

Alpha Alpha Chapter: University of Nebraska College of Dentisiry.— 
H. F. Eby, B. L. Gainsforth, L. G. Johnson, F. A. Pierson. 

Beta Beta Chapter: University of Minnesota School of Dentisiry.—S. A. 
Abrahamson, C. R. Baker, D. Cottingham, G. P. Donovan, F. T. Fifield, 
D. O. Gilman, C. J. Hoffer, D. L. Johnsrud, R. L. Lindstrom, A. G. Olson, 
O. U. Roesler, R. J. Wachtler. 

Gamma Gamma Chapter: Harvard University Dental School_—John L. 
Bishop, Henry J. Carney, Henry M. Goldman, Byron H. Haley, James M. 
Parr, Everett A. Tisdale, Frederick A. Trevor. 

Delta Delta Chapter: College of Physicians and Surgeons (San Francisco) 
School of Dentistry —A. M. Barker, Edward Boero, Lowell Braden, Fred E. 
Buschke, Raoul H. Blanquie, B. F. Coleman, Alan A. Fishel, Earl D. 
Harrison, E. M. Horner, H. R. Hudson, E. Frank Inskipp, Victor M. 
Kagan, Franklin H. Locke, Elmer A. McEvoy, Otis H. Miller, Sanford M. 
Moose, L. L. Parkinson, Wilfred H. Robinson, B. C. Reinke, Sylvan A. 
Schwartz, Alver Selberg, George A. Selleck, Cecil R. Smith, Frederick T. 
West, Harry E. Wilson. 

Epsilon Epsilon Chapter: Columbia University School of Dentisiry.— 
Louis I. Abelson, (Mrs.) Bertha S. Amer, Herbert D. Ayers, Jr., Henry A. 
Bartels, Harold H. Bettinger, Frederick Birnberg, Joseph Bisaha, Sidney 
Blum, Norman W. Boyd, Raymond Bristol, Maurice Buchbinder, Leslie K. 
Cook, William H. Crawford, Edward P. Daly, James M. Dunning, Claude 
T. Ferebee, Joseph O. Fournier, John T. Flynn, Joseph E. Hughes, H. 
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Harry Kaplan, Jr., Willard T. Keane, William Lancaster, Bennett Lathrop, 
Ewing C. McBeath, Manuel M. Maslansky, Edward J. Mundahl, Bernard 
Nathanson, Armand M. Oppenheimer, Theodore O. Peterson, Emil G. 
Raeder, Jr., Herman Reich, Sidney Riesner, Solomon N. Rosenstein, 
Carl H. Schooff, Joseph Walsh. 

Zeta Zeta Chapter: Georgetown University School of Dentisiry.—A. Arango. 
N.C. E. Donilon, Arthur J. Hart, M. Francis Hinds, Jose E. Munoz, Rea J. 
Powers, E. E. Saunders, F. F. Sacasa, John T. Tuso, J. B. Whitebread. 

Eta Eta Chapter: St. Louis University School of Dentistry —D. W. Brock, 
J. K. Conroy, H. T. Dean, M. L. Fuller, J. M. Grimm, E. A. Hunt, V. H. 
Laager, J. M. Lundergan, P. F. O’Brien, E. J. Poe, G. H. Price, T. E. 
Prosser, Jr., G. E. Tilton, D. W. Wells. 

Theta Theta Chapter: Indiana University School of Dentistry.—Clarence 
W. Abraham, Samuel R. Antle, Frederick C. Baker, Robert P. Boesinger, 
John E. Buhler, Harold A. Buses, William M. Duncan, Omer A. Dynes, 
Ralph E. Gieringer, Lawrence Ginther, Jay W. Hammer, Harve Hemphill, 
John F. Johnston, John P. Jones, Lester A. Kaler, Ross R. Kennedy, 
Von L. Kennedy, Dewan W. Killinger, Wayne J. Krider, Stephen E. 
Kroczek, Theodore E. Lilly, Floyd E. Lytle, Lawrence E. Morris, Paul R. 
Oldham, Forest K. Paul, Leonard G. Robinson, Louis C. Siegel, Meredith 
E. Tom, Mary C. Turgi, Robert W. Turner, Donald J. Van Gilder, E. E. 
Voyles, John M. Watt, Douglas H. White, Ralph G. Wilson, Arthur F. 
Witte. 

Supreme Chapter: William J. Gies. 


AMERICAN COLLEGE OF DENTISTS! 


ABSTRACT OF MiInuTES: NEw ORLEANS ConvocaTion, Nov. 3, 1935, 
AND ATTENDANT SESSIONS OF BOARD OF REGENTS? 
ALBERT L. MIDGLEY, D.M.D., Sc.D., Secretary 
Providence, R. I. 

I. BOARD OF REGENTS 


Nov. 1 (10:30 a.m.): present—Davis, Gies, Gurley, Hume, Lasby, 
Midgley, Miller, Robinson, Smith. (1) Minutes of sessions in St. Paul, 
Aug. 3, 4, and 8, 1934, read and approved.! (2) Report of Treasurer, and 
of certified public accountant thereon, referred to Auditing Committee: 
Gurley, chairman; Davis, and Hume (17). Reports of committees on (3) 
Centennial Celebration, (4) Relations, and (5) Oral Surgery, presented. 

1 Minutes of the convocation in 1934 were published in the J. Amer. Coll. Den., 1934, 1, 
121; Oct. 

2 All sessions were held in the Roosevelt Hotel. 
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(6) Secretary instructed to send, by registered mail, to any in financial 
arrears for two years, notice relating to Art. III., Sec. 5, item (e), of Consti- 
tution, and to ask for cause of delay in payment. (7) Number of contribu- 
ting editors of J. Amer. Coll. Den. increased from five to eight, to be selected 
by Regents from nominations by three active editors. (8) Resolution of 
appreciation for “splendid and unusual constructive services of Dr. Gies in 
editorship of Journal” adopted. (9) Eligibility and terms of office of 
Editor, Associate Editor, and Assistant Editor, as stated in minutes of 
Regents’ meeting, St. Paul, 1934 (J. A. C. D., 1934, 1, 121; Oct.) corrected 
to read: term of office of active editors to be for one year, no person to be 
eligible to serve more than five years in one position. (10) Each of active 
editors reélected for 1935-36. 

Nov. 2 (10:15 p.m.): present—Davis, Gies, Gurley, Hume, Lasby, 
Midgley, Miller, Robinson, Smith; and (upon invitation) Drs. O. W. 
Brandhorst, W. C. Graham, B. B. Palmer, and R. S. Vinsant. Reports of 
committees on (11) Education and Research, (12) Journalism, (13) Socio- 
economics, (14) Certification of Specialists, and (15) Advertising, pre- 
sented. (16) Secretary instructed to express appreciation to committee 
representing College in dental meeting in affiliation with American Associa- 
tion for the Advancement of Science, Pittsburgh, Dec. 29, 1934. (17) 
Auditing Committee stated Treasurer’s report (2) found correct and in good 
order. (18) Drs. Midgley and Gies appointed committee to confer with 
representatives of National Association of Dental Examiners in relation to 
compilation and publication of data on dental statutes, court decisions, 
development of model dental law, and related matters. (19) Drs. Midgley, 
Johnson, and Gies appointed committee to revise membership-nomination 
form. (20) Nominees for fellowship, as approved by Censors, elected (42). 
(21) Fellowship conferred in absentia upon Dr. A. F. Merriman, Jr., 
Oakland, Calif. (22) Secretary instructed to suggest to Northern Cali- 
fornia Section that suitable ceremony be conducted in presenting insignia of 
College to Dr. Merriman (21). 

Nov. 5 [10:25 a.m.,; first of new administration (64)]: present—Brandhorst, 
Davis, Frew, Gies, Gurley, Midgley, Miller, Robinson, Rudolph, Smith. 
(23) Dr. Midgley presented “form of charter” for sections, as developed 
by Dr. Gies and himself; approved. (24) Secretary instructed to proceed 
with preparation of copies of “form of charter” (23) and distribution to 
sections. (25) Application of Pittsburgh Fellows to be accredited as 
Pittsburgh Section granted. (26) Dr. Gies reappointed Assistant Secre- 
tary by newly elected Secretary (64). (27) Secretary instructed to dis- 
tribute remaining supply of copies of Report of Commission on Journalism 
(1932) among libraries of dental and medical schools, and of universities 
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having dental schools; (paper-covered) to Fellows of College admitted to 
Fellowship at this meeting; (cloth-covered) to American Medical Associa- 
tion, an.’ American Association of Dental Editors; and surplus to other 
organizations and individuals selected by him. (28) Tentative budget for 
1936, prepared by Drs. Midgley, Smith, and Wilson, presented. (29) 
President and Secretary empowered to call conference, at next convocation, 
of delegates from sections. (30) Secretary instructed to telegraph Mr. G. 
St. John Perrott appreciation of College for his efforts in securing inclusion 
of dental data in health-service survey in Detroit. (31) Committee on 
Hospital Service authorized to send reprints of paper by Dr. M. W. Carr, 
on dental service in hospitals (J. Amer. Coll. Den., 1935, 2, 203; this issue), 
to all U. S. hospitals. (32) President and Secretary authorized to name 
representatives of College at dental meeting in affiliation with American 
Association for the Advancement of Science, St. Louis, Jan. 4, 1936. 


Il. CONVOCATION 


Nov. 3 (10:15 a.m.): first session; President Robinson in chair. Reports 
by officers and committees: (33) Education and Research, A. W. Bryan, 
chairman. (34) Relations, T. A. Hardgrove (for T. J. Hill, chairman). 
(35) Certification of Specialists, E. W. Swinehart (for C. O. Flagstad, 
chairman). (36) Editorial Medal Awards, C. W. Stuart (for W. C. Graham, 
chairman). (37) Dental Prosthetic Service, W. H. Wright, chairman. 
(38) Journalism, O. W. Brandhorst, chairman. (39) Hospital Dental 
Service, Howard C. Miller, chairman. (40) All committee reports (33-39) 
accepted; recommendations were referred to Regents, with following 
exception: (41) Recommendation by Commission on Journalism, because 
it suggested instruction to Secretary, was reread by President for any 
action Fellows might wish to take: “.... The Secretary... . [shall] be 
instructed to inform the entire membership that the College notes with disfavor 
and regret that some of its members hold positions on editorial staffs of pro- 
prietary dental journals.””’ On motion duly made and seconded, recom- 
mendation adopted without dissenting vote. (42) Regents presented 
following list of members-elect (20): 

Alden, Harold W., Northampton, Mass. Bach, Ernest N., Toledo, Ohio. Barry, 
Walter F., Newark, N. J. Chipps, Henry D., Corinth, Miss. Coleman, Bertram F., 
San Francisco, Calif. Cooper, Herbert K., Lancaster, Pa. Crosby, Albert W., New 
Haven, Conn. Day, Roscoe A., San Francisco, Calif. Fleming, Willard C., Oakland, 
Calif. Fontaine, Sadi B., Oakland, Calif. Green, Roy A., Sacramento, Calif. Haas, 
Alfred M., Philadelphia, Pa. Harkins, Cloyd S., Osceola Mills, Pa. Harrington, Albert 
A., Newark, N. J. Johnson, Leland R., Chicago, Ill. Johnson, Raymond E., St. Paul, 
Minn. Kingsbury, Bernard C., San Francisco, Calif. Leggett, John W., San Francisco, 
Calif. McCarthy, Charles J., San Francisco, Calif. Moose, Sanford M., San Francisco, 
Calif. Mullet, Harrison J., Toronto, Canada. Murlles, Frederic T., Jr., Hartford, 
Conn. Parkinson, David T., Wichita, Kan. Selleck, George A., San Francisco, Calif. 
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Sheffer, Will G., San Jose, Calif. Smith, Hugh M. A., Knoxville, Tenn. Young, William 
A., Concord, N. H. 

(43) For future guidance of all who made nominations for fellowship 
after Aug. 4, Regents called attention to provision in Constitution prohibit- 
ing action on all nominations not presented to Secretary at least 90 days 
before date of convocation. 

Nov. 3 (12:30 p.m.): luncheon. (44) Address—“Useless knowledge:” 
James A. Greeley, S. J., Dean of the College of Arts and Science, and of the 
Graduate School of Loyola University, New Orleans. 

Nov. 3 (2:45 p.m.): second session; President Robinson in chair. Assist- 
ant Secretary read, for absent chairmen, reports of (45) Committee on Oral 
Surgery (M. W. Carr, chairman) and (46) Committee on Legislation (W. 
A. McCready, chairman). (47) Report of Committee on Socio-economics: 
presented by Dr: C. E. Rudolph (for Bissell B. Palmer, chairman). (48) 
These reports (45-7) accepted and recommendations referred to Regents. 
(49) President’s address: Dr. J. Ben Robinson. Papers on various aspects 
of medico-dental relationships: (50) Drs. J. E. Gurley: journalism; (51) 
C. T. Messner: public health; (52) C. E. Rudolph: socio-economics; (53) 
A. B. Luckhardt, therapeutics. (54) Dr. George S. Vann, Orator, ad- 
ministered pledge to, and President Robinson conferred fellowship upon, 
following new members (asterisks indicate election to membership at meet- 
ing before 1935): 

Alden, Harold W., Northampton, Mass. *Barnard, Frank P., Worcester, Mass. 
Barry, Walter F., Newark, N. J. *Becks, Hermann, San Francisco, Calif, *Brown, 
George C., Worcester, Mass. *Cameron, James R., Philadelphia, Pa. Chipps, Henry D., 
Corinth, Miss. *Clarke, John J., Sr., Artesia, N. Mex. ‘*Cole, Charles D., Washington, 
D.C. *Desmond, John W., Ayre, Mass. *Dohan, John S., Montreal, Canada. *Ender, 
Lewis W., La Crosse, Wis. *Faupel, Charles, Jersey City, N. J. “Goodsell, John O., 
Saginaw, Mich. Harkins, Cloyd S., Osceola Mills, Pa. *Harkrader, R. C., Cincinnati, 
Ohio. *Jrish, Russell E., Pittsburgh, Pa. ‘*Jrving, Albert J., New York City. *John, 
James E., Roanoke, Va. *Maxfield, Carl W., Bangor, Maine. *Merriman, A. F., Jr., 
Oakland, Calif. (in absentia). Moose, Sanford M., San Francisco, Calif. *Nygard, 
Arthur L., Dallas, Texas. ‘*Oartel, John S., Wilkinsburg, Pa. *Owen, James F., Lexing- 
ton, Ky. *Paffenbarger, George C., Washington, D.C. ‘*Scruggs, Anderson M., Atlanta, 
Ga. *Selberg, Alver, San Francisco, Calif. Selleck, George A., San Francisco, Calif. 
*Sniffen, David A., White Plains, N. Y. “Spicer, Albert H., Jr., Westerly, R. I. *Still- 
son, William C., Cleveland, Ohio. *Summers, H. E., Huntington, W. Va. *Swanson, 
Henry A., Washington, D.C. “Werner, Jack, San Francisco, Calif. *White, Oliver W., 
Detroit, Mich. *Wilson, John L., Indianapolis, Ind. 

Nov. 3 (7:15 p.m.): third session—annual dinner; President Robinson in 
chair (145 fellows present). (55) Greetings from President of American 
Dental Association: Dr. Frank M. Casto, Dean, Dental School, Western 
Reserve University. (56) Address—“Some problems of mutual interest to 
dentists and physicians:” Dr. Sydney R. Miller, Baltimore, Md., Associate 
in Clinical Medicine, Medical School, Johns Hopkins University; Associate 
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Prof. of Medicine, University of Maryland; Past-president, American 
College of Physicians. Discussion of Dr. Miller’s address: (57) Dr. 
James T. Nix, Prof. of General Surgery, School of Dentistry, Loyola Uni- 
versity; (58) Dr. William J. Gies, Prof. of Biological Chemistry, Medical 
School, Columbia University. (59) Secretary presented report of Regents 
(1-32); adopted. (60) Treasurer’s report presented with that of certified 
public accountant and approval of Auditing Committee (2, 17); adopted. 
(61) Secretary instructed to send suitable telegram to Dr. H. E. Friesell; 
unable to be present because of illness in his family. Recommended amend- 
ments of constitution adopted (62-3); Secretary instructed to have them 
properly incorporated into Constitution and By-laws: (62) Recommenda- 
tion I—Annual dues raised to $10.00. (63) Recommendation 2—Vice- 
president and Treasurer made members of Board of Regents. (64) Officers 
elected to serve until adjournment of convocation in 1936: President, 
William R. Davis, Lansing, Mich. President-elect, Albert L. Midgley, 
Providence, R. I. Vice-President, A. L. Frew, Dallas, Texas. Secretary, 
O. W. Brandhorst, St. Louis, Mo. Treasurer, Harold S. Smith, Chicago, 
Ill. Regent (5 years), C. E. Rudolph, Minneapolis, Minn. 


EDITORIALS 
NEw ORLEANS CONVOCATION 


’ 


Just as a bird has to wait until its “wings grow a little stronger’ 
before flying, so the College has gone along from year to year in its 
growth and development, anticipating the time when it might make a 
real flight and thereby demonstrate its possibilities. This growth has 
been regular and steady, and its influence has been increasingly felt. 
After gradual extension in the time required for the annual meetings, 
in 1933 we had an all-day meeting of the Regents, followed by a con- 
clave and business meeting of the College in the evening. In 1934, 
there was another extension of time, in that, in addition to more than a 
full-day session of the Regents, there was an all-day meeting of the 
College. But now, in the year 1935, still further growth occurred, for 
not only did the work of the Regents require more than a full-day’s 
attention, but a full-day session of the College was insufficient for all 
that had been planned for it by the Program Committee. In the 
morning, reports of committees were received. At the conclusion of a 
luncheon, we listened to a splendid address on general education. 
During the afternoon several short addresses were delivered by selected 
members on different phases of professional relationships. In the 











274 EDITORIALS 


evening, a short business meeting followed the annual conclave, the 
theme of which was “medico-dental relationships.” [See page 269 for 
an abstract of the minutes.] 

These events resulted in the development of an intensely profes- 
sional atmosphere, which without doubt was felt throughout the entire 
week of the meeting of the American Dental Association. It was 
truly demonstrated that the College can and does have a definite 
direction in the finer things pertaining to the profession. This rela- 
tion of the College may be likened to that of pure science to applied 
science, or of idealism to realism. By this, we would not relegate the 
College and its activities to the realms of the idealistic wholly, for out 
of it have come many undertakings of immediate value. The College 
has given, and will give, long and careful consideration to various 
phases of professional activities, perhaps none of greater value nor 
more prominently identified with our immediate labors than that of 
journalism. The Regents have been giving much thought to future 
activities. These, as now brought into concrete form, include certi- 
fication of specialists, including standards for certification; develop- 
ment of editors and editorial writers within our ranks; pre-professional 
requirements in education; education of the public, and the develop- 
ment of a journal to meet this need; further development of our 
ethical and professional relationships and responsibilities; develop- 
ment of oral surgery as a specialty of dentistry, and of a journal for the 
specialty; hospital relations of the profession; development of more 
intimate relations with physical and physiological chemists, physicists, 
curators, anthropologists, sociologists and journalists, both profes- 
sional and non-professional. These are all of immense value in our 
professional growth and development. The College may safely guide 
us in these developments, and is in a responsible position of leadership 
affecting them. This leadership requires the fellows earnestly to 
think about, and effectively to develop, plans by which the profession 
can be carried into new fields of understanding and usefulness. The 
College does not encourage its members to seek position or power, but 
it stimulates them to endeavor to give to the profession the finest and 
best that is in them.—J. E. G. 


SECRETARY MIDGLEY NOW PRESIDENT-ELECT 


At the New Orleans Convocation, Albert L. Midgley resigned the 
position of Secretary, which he had held continuously since 1921, and, 
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in recognition of his invaluable service to the College and his eminence 
as a dentist, was unanimously elected President-elect. Dr. Midgley’s 
resignation of the secretaryship brought into sharp realization what 
the Fellows had grown accustomed to accept without reflection. His 
prolonged service had been so faithful, unselfish, and efficient—and its 
benefits so conducive to contentment of the members and so construc- 
tive in quality and effect in the affairs of the College—that his un- 
tiring devotion had become an intrinsic part of the College and, like 
the constitution and by-laws, had been accepted and used as one of 
the fundamentals. Achievement as successful and valuable as this 
deserves hearty acclaim. Dr. Midgley, a founder of the College, has 
always been among its most active builders; has been at the forefront 
in all the efforts to promote its usefulness; has contributed generously 
of his time, energy, ability, and funds to its support; and historically 
occupies a permanent place with those who have given to the College 
the strong and abiding influence for growth that has characterized its 
development. Fortunately, Dr. Midgley, as President-elect during 
the current year and as President in 1936-37, will continue to give to 
the College the benefit of intimate familiarity with, and of close 
executive attention to, its needs and opportunities. 


IMPROVEMENT IN MEDICO-DENTAL RELATIONSHIPS 


On pages 203-248 we publish an important constructive paper on 
“oral surgical service as an integral part of modern hospital organi- 
zation.” This comprehensive paper is a very significant contribution 
to current efforts to improve medico-dental relationships in the 
interest of the patient, and to the credit and advantage of both pro- 
fessions. A recent invitation from a prospective medical speaker at an 
important annual meeting of physicians, to suggest ways and means of 
improvement in medico-dental relationships in the United States, 
induced us to present to him a “skeleton of facts and conditions” 
from which we quote the following as in effect, also, our abridged pres- 
ent comment on this engaging subject (see also page 248): 


“(1) Medico-dental relationships (between the two professions as groups 
and between their individual practitioners) should be intimately codpera- 
tive in behalf of the best possible health-service for communities in general 
and for patients in particular. Nothing less than this could be approved 
by an informed public. 
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“(2) This desirably close codperation, which is required by the humani- 
tarian objectives of each profession, would be facilitated by general apprecia- 
tion of, and action concordant with, the following conditions: 

“A. By the medical profession—(a) Dentistry, a profession established 
and regulated by statute in every state in the union, and having approxi- 
mately 60,000 practitioners, is now highly organized; and performs duties 
for which a special professional education and a special license are neces- 
sary. Thirty-nine dental schools (nearly all of them integral parts of 
universities and none of them proprietary) make effective provision for this 
special education. 

“(b) The teeth and contiguous tissues, and their disorders and sequelae, 
are such that dental practice is very largely a matter of doing within the 
mouth by the practitioner himself, not of advising or prescribing for the 
patient, nor of directing assistants to do for the patient. The dentist may 
have learned ‘everything under the sun,’ and know what should be done; 
but what he himself is able to do, and does, with his hands in the mouth, is 
usually more important for the patient. 

“(c) Dental practice must be focused upon the teeth, just as the work of 
the histologist must be focused on microscopic fields. Wide knowledge 
contributes to understanding in each; but application of breadth of knowl- 
edge does not necessarily change the scene or the technique. 

“(d) Dentistry cannot be converted into a specialty of medical practice 
without making the preparation for [general] dental practice prohibitive in 
length (and cost), or dispersive in quality, or inadequate for the chief 
work of [general] dental practice. 

“(e) Efforts to incorporate, into medical practice, the part of dental 
practice that acquisitiveness might make attractive to the medical profes- 
sion, as has been proposed by some, would not be a worthy objective, and 
neither the dental profession nor the public would acquiesce. 

“(f) Independence with interdependence represents a realistic and a 
commendable foundation for honorable relations between the two profes- 
sions, on which self-respecting basis dentistry desires intimate correlation. 

“(g) No profession can offer an attractive career to its practitioners—an 
essential condition for the best public service—if it lacks the freedom of 
self-determination. 

“(h) The individual patient needs the best possible health care, unmodi- 
fied always by professional partisanships, personal superciliousness, or 
group snobbery. 

“(ij) The current indifference at hospitals, in medical faculties, and 
among physicians, to dental disorders and to dental health-service, has no 
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basis in reasons that are worthy of respect. This indifference does not 
accord with any principle of faithful recognition of public or professional 
responsibility. 

“B. By the dental profession—(a) Medical practice [general] includes 
the whole body, not only a part or region; also all the body’s dynamic 
phases, not chiefly those related to tissues that are relatively static. This 
condition makes breadth of information, understanding, and wisdom— 
and advisory capacity—more important, in [general] medical practice, 
than manual skill. 

“(b) In mutual relationships between the two professions, medicine, 
because of its wider scope and closer relationships to the immediate life of 
the patient, must be the senior partner, and the leader, in nearly all matters 
of common concern. [Dentists are fully aware of B (a), and cheerfully 
concede B (b).] 

“(c) There has been striking disparity in personal and mental caliber 
between physicians and dentists as groups, owing chiefly to marked differ- 
ences in (1) conditions of practice, (2) kind and extent of preliminary 
education, (3) public relationships, and (4) traditional influences. Intimate 
codperation between the two professions would be promoted by removal 
especially of the differences related to mental and personal qualities—by an 
improvement in dental education that would raise the minimum educational 
requirements for admission to dental schools to equality with the minimum 
educational requirements for admission to medical schools. [All dental 
schools will require at least two years of accepted work in an accredited 
academic college, beginning in 1937—nearly haif the number now exact 
this requirement.] 

“(d) Dental education and dental practice must be made much stronger 
in their content and use of the ‘medical’ sciences, so that dental science 
and dental practice will become more learned and effective in the health 
(preventive) relationships of dentistry; also, so that individual physicians 
and dentists, in consultations in their practical codperation, will speak the 
same language and not require the aid of interpreters. [The dental facul- 
ties, appreciating the pertinence of this constructive criticism, are steadily 
improving the instruction and clinical application of the ‘medical’ ' sciences 
—and would be more successful, if the medical faculties in the same univer- 
sities would give effective assistance instead of indifferent help.] 

“(e) Dental education should include closer relationships with hospital 
and dispensary conditions, so that all dental graduates would be better 
informed regarding clinical correlations of dental practice, and be made 
more ‘medically minded.’ 
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“(f) Representation in health boards and community health-movements, 
and dental internships and dental service in hospitals, should be established 
widely and their usefulness steadily improved—which should follow clear 
indications, by dentists, of the public need and the ensuing public-health 
advantages of these increased opportunities for dental service. 

“The foregoing generalities, more or less dogmatic but based on a long 
period of observation, ... [are] merely...a few of the main items.... 
Additional direct [general] views may be suitable in conclusion: 

“(I) Whatever, in the present situation, impairs mutual respect, esteem, 
and understanding should be removed by attention and effort in both 
groups. 

“(II) Medicine, holding most of the territory and having the broader 
relationships, should bear toward dentistry, in the public interest and in 
accord with high professional responsibility, a relation like that of a big 
brother not like that of a big bully. 

“(III) Generous constructive interest, by medical faculties in the 
universities, by medical authorities in health boards, and by medical staffs in 
hospitals and dispensaries, in bringing about adequate correlations of dental 
science and practice with medical service, would not only accord with the 
professional spirit of medicine, but also meet medicine’s responsibility as the 
leader in health care for the individual and for the community.” 


NEw FouNDATION FOR DENTAL RESEARCH 


The devoted practitioner in any profession strives, by individual 
effort, to perfect his service; the true profession seeks, by organized 
endeavor, to assure maximum capability in its practitioners. Both 
ideals are approached through experienced use of available agencies, 
through endeavor to improve and increase facilities, and through effort 
to extend the boundaries of related knowledge. Repetitions in 
thought and deed, and multiplications of studious observation, enlarge 
experience and improve ability. But applications of useful new truth 
and inventive adaptations of better means are the most essential 
factors in professional development—and these are fruits of research. 
Until about twenty-five years ago, research in dentistry, although con- 
ducted with great success by a few eminent workers, was generally 
conspicuous by its weakness, its superficiality, and its ineptitude in 
the “medical” sciences. During the decade ending in 1920, however, 
following gradual awakenings in dental research in different parts of 
the country, the creation of the Research Commission of the American 
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Dental Association, the establishment of the Journal of Dental Research, 
and the foundation of the International Association for Dental 
Research—each expressive of high professional ideals and all influential 
in their respective fields—collectively gave the stimulus and de- 
veloped the momentum that have carried interest, activity, and 
achievement in dental research steadily forward ever since. Records 
of recent meetings devoted to the advancement of dental science, such 
as those in the Journal of Dental Research (June-Aug., 1935), indicate 
that not only leading members of dental faculties, but also expert 
workers in medical and other sciences in many universities, are now 
coéperating in this beneficent work. These conditions show that the 
virility of the professional spirit in dentistry is bringing about much 
needed original investigation in oral relationships; that dentistry is 
becoming increasingly competent in research; and that further achieve- 
‘ment therein depends largely upon funds for its maintenance. In 
accordance with this evolution, public interest and confidence in 
research in this field are developing, and financial support for dental 
research, although still comparatively weak, is growing. Unfor- 
tunately most of the gifts by individuals and foundations, in further- 
ance of dental research, have been intended to promote study of des- 
ignated problems for short periods only. Temporary or restricted 
maintenance tends, in any group of workers, to necessitate haste in 
procedure, to enforce superficiality in plan and experiment, and to 
interfere with patience and thoroughness in study. 

An outstanding example of the most effective kind of support for 
dental research is the recent creation of “The Foundation for Dental 
Research of the Chicago College of Dental Surgery,” as announced in 
an editorial in the issue of the Journal of the American Dental Associa- 
tion for November 1935 (p. 1963). From this editorial, and also from 
more direct sources, we learn that this Foundation was established 
“through the generosity of a Chicago philanthropist, who prefers to 
remain anonymous.” At the beginning of each year, the donor will 
make available at least $25,000, with which the Foundation will con- 
duct not a narrow and limited inquiry but, instead, in broad and un- 
restricted ways, systematic and codrdinated investigations of impor- 
tant problems in oral and dental pathology and bacteriology, with 
special reference to the advancement of dental science and public 
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health. Most of the research will be accomplished in the laboratories 
of the Dental School; some will be done in the adjacent John McCor- 
mick Institute for Infectious Diseases; some, with the approval of the 
executives of the Foundation, may be conducted elsewhere, as the 
best interests of the researches and of the workers will determine. A 
Committee on Administration will supervise the Foundation’s ac- 
tivities and expenditures, with the codperation of an Advisory Com- 
mittee “of scientists, all eminent in the field of health service.” If 
for any reason a vacancy should occur in the Committee on Adminis- 
tration or in the Advisory Committee—or it should seem desirable to 
enlarge either—the vacancy may be filled, or the extension can be 
made, by the Committee on Administration with the approval of the 
donor and of the Trustees of Loyola University. No investigation 
will be undertaken before the problem will have been reviewed by the 
Advisory Committee in joint session with the Committee on Adminis- 
tration and approved by the executive officers of the latter Committee. 
All publications of research will be subjected to the same process. In 
this way it is planned to assure harmony and efficiency in effort, wis- 
dom and economy in expenditure, thoroughness and value in scientific 
achievement, and dignity and worth in publication, without weakening 
individual initiative in conception or procedure, or impairing reason- 
able scientific freedom. The donor has created this Foundation in a 
dental school which for more than a decade has been notably active 
and productive in dental research, and which represents the best 
ability in this field. The Proceedings of the International Association 
for Dental Research annually attest the success of the efforts of mem- 
bers of this School’s faculty to advance dental science. 

We understand that the establishment of this important Founda- 
tion, which is based on plans that promise to yield cumulative results 
of great value, was the outcome of tactful and intelligent discussions 
among a patient, a dentist, and a dental-school executive. We call 
special attention to this situation, to emphasize our belief that impor- 
tant support would come to dentistry from many private sources if 
dentists, following the example of many worthy physicians, would 
show to selected patients the growing needs in oral health-service and 
the ways in which—especially in science and in professional education 
—the public interest could be served, if special funds in adequate 
amounts were available for intensive study of all the related problems. 
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We heartily congratulate the anonymous donor on his public- 
spiritedness, his wisdom, and his generosity. We felicitate the dental 
profession, Loyola University and its dental school—the Chicago Col- 
lege of Dental Surgery—the Committee on Administration, and the 
Advisory Committee, on their individual and collective opportunities 
to devote wisely and well a large annual income to the promotion of the 
public welfare through the active advancement of dental research. 
The names of those who have the good fortune to initiate the work of 
this Foundation are appended: Committee on Administration: William 
H. G. Logan, M.S., M.D., D.D.S., chairman; Edgar D. Coolidge, M.S., 
D.D.S., vice-chairman; Robert W. McNulty, M.A., D.D.S., secretary; 
P. G. Puterbaugh, M.D., D.D.S.; Emanuel B. Fink, Ph.D., M.D.; 
Thesle T. Job, Ph.D.; Rudolf Kronfeld, B.S., M.D., D.D.S.; and W. D. 
Zoethout, Ph.D. Advisory Committee: Ludvig Hektoen, M.A., M.D., 
director, John McCormick Institute for Infectious Diseases; Richard 
H. Jaffe, Ph.D., M.D., pathologist, Cook County (Ill.) Hospital; and 
R. A. Kuever, Ph.G., Ph.C., pharmaceutical chemist, University of 
Iowa. 


IRRESPONSIBLE “PROFESSIONAL” JOURNALISM 


Editors of professional journals have exceptional opportunities to 
show the public value of free speech and of freedom of the press, not 
only for the advancement of their professions but also for the support 
of individual liberty in general. Editors of reputable professional 
journals, in the exercise of this freedom, habitually exemplify personal 
self-respect and professional responsibility. The ethical irresponsi- 
bility of proprietary journalism in professional fields, and the degrada- 
tion it causes in a profession, are among the serious objections to such 
journalism. The sinister influences of disreputable journalism are 
illustrated in an editorial in the issue of “Oral Hygiene” for October, 
1935, over the signature of Edward J. Ryan, entitled: “A comment 
on dental journalism” (pp. 1396-98). This editorial, obviously in- 
tended to fortify commercialism in dentistry, dishonors freedom of the 
press and degrades free speech to the level of mendacity. Comment 
on three aspects of the misstatements in it are pertinent here. 

(1) The editorial alleges that the so-called “team of Palmer and 
Gies . . . have operated the following publications with the convenient 
device of alternating [sic] their positions on the Board of Editors 
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between them: New York Journal of Dentistry, Journal of Dental 
Research, and the Journal of the American College of Dentists.”” The 
false implications of these unwarranted statements are numerous 
and reprehensible. In an open letter to Editor Ryan (Nov. 27), the 
present writer replied, in part, as follows: 

“The foregoing facts [many stated in the open letter] invalidate your 
assertion that ‘the team of Palmer and Gies . . . have operated’ the above 
named three publications ‘with the convenient device of alternating [sic] 
their positions on the Board of Editors between them.’ When you pub- 
lished your editorial, each of these three journals—as was then well known— 
was being conducted by a dental society which, by direct vote or through the 
agency of elected representatives, selected the personnel of the board of 
editors. Palmer and Gies have served in ‘their positions’ not as a ‘team,’ 
not through a ‘convenient device,’ not by ‘alternating their positions on the 
Board of Editors between them,’ but, instead, in response to the wishes of 
others as formally and officially indicated. The gross untruth in your 
wanton assertions indicates extreme contempt for the intelligence of your 
readers.” 

(2) “Chaste dental journalism” is to be brought about, according 
to Dr. Ryan’s editorial, by “regimentation and indoctrination” of “all 
the dental society publications into one regiment (The American 
Association of Dental Editors),” aided by “a committee from the 
American College of Dentists or their satellites.” These petty en- 
deavors to bring derision upon the American Association of Dental 
Editors are as impertinent as would be the similar assertion that the 
American Dental Association seeks to develop “chaste dentistry” by 
“regimentation and indoctrination” of all dentists “into one regiment” 
(the American Dental Association), aided by the Chicago Dental 
Society and other “satellites.” All of these societies, and thousands 
of other important bodies, have been obviously established to promote, 
by organization and codperation, the public and professional causes 
to which they are avowedly devoted. Editors who become com- 
mercial tools of owners of “throw-away” journals may not be dis- 
tinguished for either high character or professional integrity. They 
are presumably too intelligent, however, not to know that the Amer- 
ican Association of Dental Editors and the American College of Den- 
tists, in endeavoring to improve the usefulness, and to terminate 
proprietary control, of dental journalism, are animated by professional 
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and public purposes, not by personal or selfish motives—and also 
share, spontaneously and without “regimentation or indoctrination,” 
many abiding convictions such as these (quoting again from the open 
letter to Dr. Ryan): 

“(a) The proprietary journal, like the proprietary school, is detrimental, in 
any profession, to the best interests of the profession and of the public. 

“(b) The publication of advertisements that are misleading or untruth- 
ful, or any promotion by a journal of the sale of unworthy products or 
services, is crooked journalism as well as shabby business. 

“(c) The ‘professional’ man who helps, or permits himself to be a mask, 
to ‘lure his colleagues’ to the use of products or services that are valueless or 
harmful not only is not a good citizen, but also prostitutes his professional 
relationships and abuses the confidence of all who trust him. 

“(d) ‘Editors’ who are guilty of such professional abandon and such 
public disservice do not merit, and deservedly lose, the respect and esteem 
of their colleagues.” 

(3) According to Dr. Ryan’s editorial, the American Association of 
Dental Editors and the American College of Dentists are aiming, 
through the concerted procedures suggested in (2) above, to achieve a 
“dictatorship” in dentistry. To this ridiculous perversion of the 
realities the present writer responded, in the said open letter, in part 
as follows: 

“With extreme irresponsibility, you assured your readers that an effort 
is being made to bring about a ‘Dental Dictatorship’ (capitals and italic in 
original]}—that, under this alleged ‘Dictatorship ...free debate and 
expression are to be curtailed.’ You pretended to believe this because 
many who have no respect for proprietary dental journalism are unitedly 
and openly endeavoring, in dentistry’s behalf, to bring this kind of journal- 
ism to anend. Fifteen years ago nonsense similar to yours was expressed 
excitedly by well-paid beneficiaries of proprietary dental education. The 
then existing proprietary dental schools were acclaimed as the last bulwarks 
of embattled freedom, and of, imperishable independence, in dental 
education! ‘The universities’ and the Carnegie Foundation were trying to 
destroy these sacred heritages! Now, no one regrets that when, in 1923, 
the American Association of Dental Schools was organized, its constitution 
made Class C (proprietary) dental schools ineligible for membership—the 
very excellent precedent followed in 1931 by the American Association of 
Dental Editors in making all proprietary journals, and all editorial mega- 
phones of commercial interests, ineligible for membership! The ‘regimenta- 
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tion and indoctrination’ manifested by the American Association of Dental 
Schools have carried dental education far above the level attainable by 
proprietary dental schools. And what has become of the bogy of ‘Dictator- 
ship’ in dental education?” 

Dr. Ryan’s editorial is an outstanding illustration of the extremes to 
which paid agents of commercialism may be expected to go in attempts 
to weaken the efforts of organizations, and of individuals, to bring 
about cumulative betterment of the journalism that truly represents 
the dental profession. There is an irrepressible conflict between those 
who, without gain for themselves, seek attainment of this public 
objective and those who, as owners or commercial instruments, con- 
trive to obtain private advantage from exploitation of the dental 
profession. 


“PayING THROUGH THE TEETH” 


“Paying through the teeth” is an important document prepared 
in the interests of the public health and economy. It is also a very 
readable book, handling varied materials clearly and skilfully, with 
plenty of concrete fact, witty illustration, and forceful use of irony 
when the occasion calls for it. It is indeed high time that the Amer- 
ican public opened its eyes to the specious falsehood, unscrupulous 
competition, and insatiable greed of many of those engaged in making 
and marketing the various products intended for use in the mouth. 
If the reader thinks that his favorite oral purifier, whether paste, 
powder, tooth-bleach, antiseptic wash, pyorrhea cure, or what-not, 
has escaped Dr. Bissell Palmer’s notice, a perusal of the excellent index 
and turning to the proper page should dissipate any such notion. On 
page 50 appear eight mighty powers with an aggregate working capital 
of nearly 120 millions; on page 48 are congregated the princely broad- 
casters, who spend individually up to $1,421,243 per annum just to 
tell over the radio how unique and indispensable their products are; 
on page 49 one may behold the pillars of the magazine press making 
a similar display of magnificent expenditure. 

The reader may have some impulse toward pride at his own small 
part in such big business. But it is not the voice of the broadcaster or 
the type of the alluring or terrifying advertisements that the reader 
puts into his mouth. The question is, what comes to him after all 
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this, and after the package-makers and distributors have also taken 
their shares? Usually he gets something pretty common, cheap and 
harmless—but not always. Suppose you went after the “kissable 
smile” and came back with something as bad for the surface of your 
teeth (an irreplaceable part of your living body) as steel wool would be 
for silverware? And what, precisely, is the use? The great majority 
of advertisements promise marvelous results—whatever anybody else 
has promised and something special besides—whatever they figure will 
sell the goods. Dr. Palmer states in plain language just what the 
tooth-brush can be trusted to accomplish with the aid of a safe and 
very inexpensive powder. He also tells with equal plainness what 
neither these nor the highest-priced “antiseptics,” “anti-pyorrheas” 
and other “cure-alls” can possibly accomplish in an area of living 
tissue, moistened with saliva of variable composition, and constantly 
exposed to the inroads of known and unknown bacteria. He gives 
timely caution to consumers, and deserved blame to advertisers, con- 
cerning the false and dangerous sense of security induced by pseudo- 
scientific talk and fallacious promises. 

After an unsparing critical analysis of bleaches, pastes, powders, 
washes, lotions, syrups and chewing-gums, by name, the book pro- 
ceeds to a list and description of some 99 nostrums seized by the 
National Government since 1929 because of fraudulent claims, fol- 
lowed by a very short list of dentifrices which, by reason of their safe 
and useful ingredients and their truthful and conservative descriptions 
and recommendations for use, have received and retained the approval 
of the Council on Dental Therapeutics of the American Dental As- 
sociation. A few pages are then given to an account of what the 
dental profession has done and is doing to safeguard the public from 
quackery; and the book ends with a review of legislative and govern- 
mental action in this important matter, the strong opposition which 
law-making and enforcement have to meet, and constructive recom- 
mendations upon the consumer’s use of his own power. 

The book deserves a place in all worthwhile libraries, and should be 
read not only by dentists and members of other health-service pro- 
fessions, but also by all interested in dental and oral health and 
truthful advertising. It should wield a potent influence for the elim- 
ination of those bounteous lords who, dominated by greed, seek 
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material reward at the expense of the health, comfort, and happiness 
of those whom they endeavor to serve. Dr. Palmer’s presentation has 
more clearly focused the handwriting on the wall for the vestiges of an 
outworn system, with its degrading benevolence and embarrassing 
practices. “Paying through the teeth” is added convincing evidence 
that the dental profession will no longer tolerate the misfits of the past 
in its professional, educational, and civic responsibilities —A. L. M. 


CHANGE IN SCHEDULE OF PUBLICATION 


Heretofore we have issued quarterly numbers of this Journal for the 
months of January, April, July and October. During the past year a 
variety of practical conditions, connected especially with the publica- 
tion of the proceedings of the annual meetings of the College, have 
indicated that the numbers could be issued more advantageously in 
March, June, September and December. Accordingly, we shifted to 
this schedule beginning with this number, which in this volume takes 
the place of the issue for October. 


New ADVERTISEMENT POLICY 


On pages 199-201 in our issue for April-July, we published a con- 
structive advertisement policy “intended not only to harmonize with 
the highest professional purposes, but also to encourage the worthiest 
commercial endeavor.” Our first advertisement, initiating this policy, 
is published on a succeeding page in this issue. 


NoTEs 


Dentists as “health builders.” “In times past we [dentists] were known as tooth pullers 
and plate makers, and these two activities seemed to satisfy the demands. But as we 
developed our profession, the field widened and we have become health builders. And 
can you visualize a more important vocation than to discover the cause of ill health and 
apply the remedy?”—F. B. C.: Ii. Den. Jour., 1934, 3, 284; July. 

Fact-finding: method and guide. ‘The great thing about fact-finding as a method of 
procedure is that one may start out all wrong and still wind up all right; whereas, if we 
follow traditional practices instead of facts, we may start out all right but, because of 
changing conditions, we may nevertheless wind up all wrong.”—Filene: Nation, 1934, 
139, 708; Dec. 19. 

Progressive advertisement policy. The Journal of the Arkansas State Dental Association, 
in the issue for August 1935, publishes this statement of policy (p. 14): “The advertising 
pages of this Journal are reserved for firms of known reliability and for those products 
approved by the Council on Dental Therapeutics of the American Dental Association. 
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All advertisements must conform to the principles governing advertising as laid down by 
the American Association of Dental Editors.” 

The patient’s dilemma, by S. A. Tannenbaum and Paul M. Branden. New York: 
Coward-McCann. 292 pages. $2.50. This book, the subtitle of which is “A Public Trial 
of the Medical Profession,” sets out to expose the charlatanism existing in the practice of 
medicine. But this is a trial in which the brief of the prosecution, even though impas- 
sioned, is so devoid of evidence that a jury could not even indict the defendant, much less 
convict. The authors’ method is a sensational description of all the possible ways of 
being dishonest in the practice of medicine. It leaves the reader with the impression that 
all doctors (except a very few including the senior author, who is a physician) are crooks, 
that it is impossible to make a living in medicine honestly. That the abuses described 
exist no one will deny. But we may ask for evidence of the extent of these abuses, for 
a detailed account of the efforts of organized medicine to control them, for a consideration 
of the basic causes of their existence. These matters the authors do not take up. The 
book concludes with a sketchy outline of a plan for socializing medicine, which is so incom- 
plete as to render judgment impossible. Altogether this is a worthless book on a vital 
subject.—D.B.: New Republic, 1935, 85, 83; Nov. 27. 


CORRESPONDENCE AND COMMENT! 


New dental school in New Orleans. “The following quotation from ‘The menace of 
Huey Long. I. “The Kingfish” in his kingdom,’ by R. G. Swing, a responsible author 
(Nation, 1935, 140, 36; Jan. 9), presents information and opinions that I should like to 
see, as a matter of record, in the Journal of the American College of Dentists: ‘Let us follow 
the course of the thirty-five bills in the Committee of Ways and Means [before adoption 
by Louisiana Legislature], which met Monday morning [Dec. 17, 1934]... .. The most 
important bill of the day provides for new schools of dentistry and pharmacy at Louisiana 
State University. Loyola University in New Orleans already has a dental college; 
Loyola also operates a radio station which did not give Huey all the time he wanted 
during the last campaign. Loyola will now feel the competition of a wealthy new dental 
school and Louisiana will have improved dental facilities. Instead of three free chairs 
in the Charity Hospital, there will be seventy-five. Huey, not mentioning the Loyola 
radio station, promises the committee that the new dental college will have the finest 
faculty in the world. It will enable young men to study dentistry at very low cost. 
“How about the low cost to the taxpayers?” speaks up young Williamson [anti-Long 
minority of one in the Committee]. “The little fellow won’t feel it,’”” Huey explains. 
“It will cost the corporations a little more, but we have to take care of the poor people. 
From those that have shall be taken away.” Later a bill is approved which increases 
the tax on corporation franchises from $1.50 to $2 a thousand, the proceeds to be ear- 
marked for the new colleges... .. His enthusiasm for Louisiana State University, say 
his-enemies, is the result of a feud with Tulane University, just as the new dental school 
is described as a punishment for Loyola. Leaving that aside, Louisiana State now is a 
flourishing, wealthy institution, with a first-rate faculty, doing work which marks it 





1 All members of the American College of Dentists are invited to submit discussions 
for publication. Owing to present limitations of space, contributions for this depart- 
ment should be brief and direct. The terminal numerals in parenthesis are inserted for 
purposes of identification in the record of this Journal. 
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Grade A among the universities of the country. It has 4,000 students, as against 1,500 
when Huey became Governor. Its equipment is superb, and it is taking a leading place 
in education in the South. Huey added a medical college to the University; the building 
was begun in January, was opened in October, the faculty was assembled, and the fol- 
lowing May it won the grade of A among medical schools. Moreover, Tulane itself is 
improving its work in the face of this competition... . . 7 (10). 

Dental-student leadership. ‘The high quality of leadership recently apparent in edi- 
torials in periodicals published by the students at various dental schools is a striking 
indication of the growing objection among dental students to proprietary journalism in 
dentistry. Several of the editorials on dental journalism have demonstrated a clear 
insight into the problem, and an evident determination to lend moral support to efforts 
for its solution. The sight of these fresh recruits coming into line is a source of tre- 
mendous satisfaction and encouragement to those who, in the front ranks, have been 
fighting commercialism in dental journalism for the past generation or more. The recent 
action of the Regents of the College [A.C.D.], in authorizing a medal-award for the best 
editorial in undergraduate dental journals this year, will greatly encourage this group of 
editors. Editors of non-proprietary dental journals, and the deans and members of 
the faculties of the dental schools, should be urged to lend their assistance and en- 
couragement to student bodies attempting to accomplish useful purposes in dental 
journalism.”—(11). 

Need for an index in the report of the Dental Curriculum Survey Committee. ‘‘The 
Massachusetts Board has recently announced that, on and after June 1936, it ‘will require 
from all dental candidates a thorough knowledge and practical application of first-aid 
treatments,’ and with the announcement asked each Class A dental school to send the 
Board an outline of the ‘present or prospective course’ in this subject. ... Just what does 
the Board expect? Believing particulars relating to a formal course in this subject might 
be found in the recent Report of the Curriculum Survey Committee, I opened the book at 
the back expecting to find ‘first aid’ in the index—but I myself then needed ‘first aid,’ for 
the book does not have an index. I then turned to the front and studied the table of con- 
tents. Two chapters there listed appeared to be the only ones that would contain data on 
‘first-aid;’ viz., XXVI on ‘oral medicine’ and XXX on the ‘principles of medicine.’ A 
careful reading of each revealed nothing relating to this subject. Where in the Report 
will it be found? . . . Finally, what is the Committee’s excuse for failing to include a good 
index in a volume intended to be a valuable book of reference? Please register my ‘kick’ 
on this, so that I may help to prevent future omissions of this kind.”—(12). The Report 
does not suggest a formal course in “‘first-aid treatments,” the Committee evidently having 
no reason to regard such a requirement as desirable. Incidental reference to first-aid 
treatments may be found in the Report in the following places: (a) Chapter VII, personal 
hygiene; p. 90, topic 12—“‘first-aid treatment.” (b) Chapter XXVII, anesthesia; p. 262, 
topic 6—“‘accidents and complications of local anesthesia;” also ‘‘accidents and complica- 
tions” as a division of topic 9—‘general anesthesia in the hospital.” (c) Chapter 
XXVIII, oral surgery; p. 266, topic 5—“shock;” topic 6—“hemorrhage.” Other topics, 
on pp. 266-7 of this chapter, are related to first-aid treatments.—{Ed.] 

Dental Educational Council endorsed. The following resolution was adopted at the 
New Orleans meeting of the National Association of Dental Examiners: “Resolved that 
the National Association of Dental Examiners reaffirms its faith in the Dental Educational 
Council as now constituted and pledges its support of the Council’s forward-looking 
policies.” —(13). 


























SUPPLEMENT 
(Reprinted from the covers of the three issues in this volume) 


* *THrow Away’ MEDICAL PERIODICALS” 


Quotation from comment that applies also to the few journalistic outcasts that continue to 
sell-out dentistry. The following editorial from the Journal of the American Medical Asso- 
ciation (1934, 103, 1237; Oct. 20) should be read and pondered by dentists who see nothing 
objectionable in such tawdry and demoralizing advertising floats as Dental Students’ 
Magazine, Dental Survey,! and Oral Hygiene, and who feel that periodicals of this irre- 
sponsible type are a credit to the honor and the integrity of the dental profession: 

The little magazines sent without subscription charge to various classes of readers are 
an interesting phenomenon. The complete costs of publication are of course borne by 
the advertisers. As might be expected, there is none too rigorous a control over the 
nature of goods advertised or the claims made in the advertising. Most of the advertis- 
ing in such publications consists of the promotion of materials that could not possibly be 
accepted by the various councils and committees of the American Medical Association. 
A survey made of one of the most widely circulated free publications showed 85 percent 
of the goods advertised as unacceptable to these rating bodies. From this point of view, 
then, these periodicals are a vicious menace to the high standards of medical practice in 
this country. 

The “throw-away” called “Medical Economics” has appealed to the basest motives 
of those whom it attempts to reach, setting cash above conscience in medical practice. 
It seems much more concerned with the maintenance of income than with the maintenance 
of satisfactory standards of treatment. True, it devotes considerable space in its pages to 
the business aspects of medical practice. Regardless, however, of the extent to which 
other scientific periodicals may have been derelict in their failure to discuss such matters 
as collection of bills, the credit standings of patients, the out-fitting of an office, or legal 
methods of enforcing payment, “Medical Economics” also attacks the ideals and principles 
of organized medicine and attempts to create disruption in medical thought. Its effect 
is an insidious attempt to undermine the councils and committees that have made therapy 
scientific and thereby rendered precarious the livelihood of promoters of nostrums. 

A more recent comer in this field is a periodical called “Modern Medicine,” emanating 
from Minneapolis. This purports to be a medical periodical along the lines of Time 
magazine. It falls somewhat short of the Time standard both in the method of presenta- 
tion of material and in the quality of the material presented. Its advertising is for the 
most part of products that simply could not be accepted, yet it contains as an advisory 
board a list of leading names in the field of medicine, many of them officers of well estab- 
lished medical organizations. One wonders to what extent the services of these medical 
advisers are actually utilized. Are the names merely used in the promotion of the publica- 
tion? There was a time when the names of vast numbers of doctors used to be put on 
periodicals to lend them status. Nowadays it is considered more reputable to refuse the 
use of one’s name or to permit its use on an editorial board unless one is actually in some 
manner concerned with the policies of the periodical and the material it publishes. 

A third class of periodical in the “throw-away”’ field is the one that purports to be a 
digest of medical literature, including either the abstracts or the condensations of medical 





1 In the original, “Dental Summary” was a typographical error for Dental Survey. 
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articles. In the lay field such publications are sold by subscription and seem to serve a 
useful purpose. 

For years manufacturers of proprietary medicine have been circulating house organs 
and other medical literature to physicians with the obvious intent of promoting interest in 
the drug field and particularly in the products which they manufactured. Such material 
was sent to the medical profession with the clear intent of selling goods. The new type 
of “throw-away” periodical has its intent concealed. It is thus not to be compared in its 
ethical status even with the type of house organ freely circulated by the proprietary medi- 
cal interests. The mottoes of mankind for many centuries have warned against “‘some- 
thing for nothing.” ‘Beware the Greeks bearing gifts” goes back two thousand years. 
[See editorials on “freedom of the press,” and on “irresponsible ‘professional’ journal- 
ism,” this volume of the J. Amer. Col. Den., pp. 69 and 281.] 


RESOLUTIONS RELATING TO PROPRIETARY DENTAL JOURNALS 
I. ADOPTED BY DENTAL-SCHOOL FACULTIES 


(1) University of Pittsburgh: May 10, 1934.—The Faculty of the School of Dentistry, 
University of Pittsburgh, at a meeting on May 10, voted unanimously as disapproving of 
any faculty member participating in any editorial capacity on a dental-trade journal, or 
contributing papers to such a publication, either directly or through the proceedings of 
dental societies whose transactions are published in dental-trade journals. 

(2) Marquette University: June 4, 1934.—Whereas: Trade journalism and trade 
journals tend to commercialize the professional aspects of dentistry and therefore lower its 
standing as a profession; and 

Whereas: Journals supported by the American Dental Association, and other dental 
societies and groups, are striving to maintain the present high status of dentistry, and are 
worthy and in need of undivided encouragement by the members of the dental profession; 
therefore, be it 

Resolved: By the members of the Marquette University Dental School Faculty that 
no member of their group will in the future contribute to the support of a trade-dental 
journal as an editor or writer, either directly or through the proceedings of dental societies 
whose transactions are published in dental-trade journals. 

(3) San Francisco “P and S:” Oct. 22, 1935.—Whereas, there exists at the present 
time a strong sentiment in the dental profession against those proprietary periodicals 
which solicit professional papers from ethical dentists and use these to give their peri- 
odicals a professional appearance; and 

Whereas, these proprietary periodicals are mailed free of cost to all dentists—the cost 
being borne by the advertiser—the advertisements being unrestricted; and 

Whereas, it is evident that the cost of publishing and distributing these periodicals is 
not a philanthropic activity of the publishers but comes ultimately from the dental 
profession; and 

Whereas, the faculties of other dental colleges have taken similar action; be it 

Resolved, that the faculty of the College of Physicians and Surgeons, a School of 
Dentistry, requests its members not to write professional papers using the name of the 
College of Physicians and Surgeons, a School of Dentistry, for trade-house periodicals; 

Resolved, that all titles of papers to be published by members of the faculty shall be 
given in writing to the Dean of the College, together with the name of the periodical in 
which publication is intended; 

Resolved, that a copy of this resolution be given to each new member of the faculty; 
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Resolved, that a copy of this resolution be sent to the Dean of each dental college in 
the United States. 


II. ADOPTED BY THE AMERICAN ASSOCIATION OF DENTAL EDITORS: ANNUAL MEETINGS 
St. Paul, Minn., August 4, 1934 


Resolved: That we convey to the dental faculties in the University of Pittsburgh and 
Marquette University this Association’s commendation for their notable action in support 
of non-proprietary dental journalism; and that copies of the resolutions in this regard as 
adopted by these faculties [see (1) and (2) above], and a copy of this resolution, be sent 
to each dental faculty in Canada and the United States. 


New Orleans, La., November 2, 1935 


Recommendation of the Committee on Current Dental Literature: Your Committee regrets 
to make mention of the fact that men of prominence in dentistry still consider it no dis- 
loyalty to their professional obligations to lend their names and support to a mew pro- 
prietary dental journal, thereby discrediting the work of the American Dental Association 
to protect the public from proprietary dental remedies and totally ignoring the effort of 
the American Association of Dental Editors to protect the profession from the purchasing 
power and influence of commercial interests in guarding the right of dentistry to control 
its own literature. We refer specifically to the Editors and to the members of the Edi- 
torial Board of the new proprietary journal, ‘Nuérition and Dental Health,’ No. 1, Vol. 1, 
Oct., 1935. 

Resolution adopted by the Association: Resolved that the American Association of Dental 
Editors has learned with surprise and regret that some of the Fellows of the American 
College of Dentists, which brought about the establishment of this Association, are 
members of the Editorial Staff of the newly established “Nudrition and Dental Health” 
(a proprietary journal); and that the Secretary be instructed to transmit to the American 
College of Dentists a copy of this resolution. 


Ill. ADOPTED BY THE AMERICAN ASSOCIATION OF DENTAL SCHOOLS: ANNUAL MEETING, 
CHICAGO, ILL., MARCH 18, 1935 


Whereas, one of the important functions of a dental educational institution is the 
development of a proper attitude of the students toward professional literature and 
journalism; and 

Whereas, the free distribution of commercial and proprietary dental publications to the 
students develops the wrong psychological attitude toward dental literature; and 

Whereas, the articles published and advertisements carried are uncensored, and often 
present erroneous and distorted concepts of professional conduct; be it 

Resolved that it is the sense of the American Association of Dental Schools that distri- 
bution of the Dental Students’ Magazine and other similar publications to dental students 
be discouraged by the administrative officers of the various schools, and that official lists 
of students be not furnished to the publishers of such magazines. 


IV. ADOPTED BY THE AMERICAN COLLEGE OF DENTISTS: ANNUAL MEETING, NEW ORLEANS, 
nov. 3, 1935 


The Secretary is hereby instructed to inform our entire membership that the College 
notes with disfavor and regret that some of its members hold positions on the editorial 
staffs of proprietary dental journals. 
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SUMMARY OF RESPONSES TO A QUESTIONNAIRE REGARDING ACTION, BY INDIVIDUAL 
Dentat Facutttes (U. S.), oN PRopRIETARY JOURNALISM 


(1) Each dental journal or publication should stand on its merits, whether proprietary 
or not.—California (Advisory Committee of College of Dentistry). 

(2) Dental journalism should be in hands of profession, conducted without commercial 
entanglements; faculty ready to support movements to this end; no action taken to restrict 
freedom of individual teachers.—Harvard (Administrative Board of Dental School). 

(3) Faculty will not contribute articles to proprietary journals having free distribution, 
nor aid distribution of such journals to student body.—Jowa, Loyola (New Orleans). 

(4) Faculty will refrain from publication in all proprietary dental journals: Georgetown, 
Marquette, Ohio State, Pittsburgh, San Francisco “P and S,” Texas. 

(5) Faculty adverse to proprietary dental journalism, but favors discrimination until 
profession provides ample substitutes for best proprietary journals.—Baylor, Ailanta- 
Southern, Michigan, New York, North Pacific. 

(6) Faculty has not yet acted: Buffalo, Indiana, Kansas City-Western, Louisville, Me- 
harry, Pennsylvania, Temple, Tufts, Virginia, Western Reserve. 

(7) There have been no responses as yet from the 14 schools not named above. 


AMERICAN COLLEGE OF DENTISTS 
STANDING COMMITTEES (1934-1935) 


By-Laws.—A. L. Midgley, chairman; J. B. Robinson, W. J. Gies. 

Centennial Celebration (establishment of dentistry as a separately organized profession 
—1939-40): H. S. Smith, chairman; Howard C. Miller, J. H. Ferguson, Jr., Harry Bear, 
E. C. Mills. 

Certification of Specialists in Dentistry: C. O. Flagstad, chairman; E. W. Swinehart, 
H. C. Fixott, G. R. Lundquist, L. M. S. Miner. 

Dental Prosthetic Service—W. H. Wright, chairman; A. H. Paterson, C. H. Schuyler, 
W. H. Grant, C. F. Harper. 

Editorial Medal Awards——W. C. Graham, chairman; F. T. West, C. W. Stuart, J. A. 
McClung, R. S. Vinsant. 

Education and Research—A. W. Bryan, chairman; A. D. Black, L. M. Waugh, L. M. S. 
Miner, J. B. Robinson. 

Endowments.—J. V. Conzett, chairman; Herbert C. Miller, Abram Hoffman, D. U. 
Cameron, A. H. Merritt. 

Finance and Budget.—A. L. Midgley, chairman; H. S. Smith, G. W. Wilson. 

Hospital Dental Service —Howard C. Miller, chairman; J. E. Gurley, E. A. Charbonnel, 
C. T. Messner, Leo Stern. 

Journalism.—O. W. Brandhorst, chairman; B. B. Palmer, J. T. O’Rourke, G. M. Ander- 
son, Leland Barrett, J. C. Black, E. A. Johnson, E. G. Meisel, H. O. Lineberger. 

Legislation—W. A. McCready, chairman; G. S. Vann, W. O. Talbot, B. L. Brun, 
W. F. Walz. 

Oral Surgery. —M. W. Carr, chairman; Harry Bear, W. J. Gies. 

Relations.—T. J. Hill, chairman; A. R. McDowell, T. A. Hardgrove, H. G. Fisher, R. L. 
Sprau. 

Socio-economics.—B. B. Palmer, chairman; C. E. Rudolph, M. W. Prince, W. R. Davis, 
G. W. Wilson, Maurice William, Louis Brach. 
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——: master-servant plan; disapproved, 
188 
——-: medical center; status, 59 
——-: physicians; reasons for indifference, 
250 
—— profession; responsibility for pros- 
thetic service, 157, 168 
—— relationships; independent profes- 
sion, 72 
——-: Tulane University; medical indiffer- 
ence, 59, 252 
See also Dental practice, Dentists, Medi- 
co-dental relationships, Prosthetic den- 
tistry, Socio-economics 
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Detroit health-service survey: G. S. Per- 
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President-elect, 274 
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—: —; I. A. D. R.—nature, work, and 
usefulness, 65 
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dent-elect—editorial, 274 

Minnesota State Dental Association: reso- 
lution; proprietary dental journalism, 202 
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interim report (1934-35), 153 

——-: part of dental practice, 156, 157 
See also Clasps 
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Swanson, W. F.: rootless teeth; progress 
report, 113 


'T FACHER: responsibility; new dental 
curriculum, 263 
Technicians: dental. See Dental labora- 
tory 
Teeth (tooth): attrition; roentgeno-densi- 
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